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REMEMBER THIS TERM? 


Perhaps you would have used it if you had practiced medicine in 1876, 


when prescriptions were commonly dispensed by the young men 


who “read medicine” in physicians’ offices—and Eli Lilly and Company had just begun. 


The use of the abbreviation pug., for pugillus, meaning ‘ta handful, a pinch between two fingers, 


as much as can be grasped by three fingers,” has disappeared along with many other 


easily misinterpreted prescription instructions of that era. 


The scene of prescription activity has shifted to the modern pharmacy, 


where the amount of knowledge required for the proper dispensing of prescriptions 
has increased enormously. Today, the ethical pharmaceutical manufacturer, 


such as Eli Lilly and Company, further assures prescription accuracy. 


Lilly ELI LILLY AND COMPANY * INDIANAPOLIS 6, INDIANA, U.S.A. 
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...little depression 


...strong opposition to major convulsions.” 
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management epilepsy 


“The introduction of diphenylhydantoin 
was a marked advance in therapy, because this drug, 
although distantly related to the barbiturates, 
produced little depression while exerting 
strong opposition. to major convulsions.”* 


Extensive clinical experience confirms the finding 
that DILANTIN— producing little or no depression — 
prevents seizures or greatly reduces their number 
and severity in the majority of epileptic patients. 
DILANTIN Sodium (diphenylhydantoin sodium, Parke-Davis ) 


is available in Kapseals® of 0.03 Gm. (% gr.) and 0.1 Gm. 
(1% gr.) in bottles of 100 and 1000. 


*Cutting, W. C.: A Manual of Clinical Therapeutics, 
ed. 2, Philadelphia, W. B. Saunders & Co:, 1948, p. 484. 
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in acute lonstllitts Excellent” responses, typical of the 


results obtained in a wide range of 
respiratory infections, Terramycin- 
treated, were noted in acute tonsillitis 
cases “within 48 to 72 hours, with 
rapid subsidence of temperature and 


physical findings.” 


Sayer, R. J.; Michel, J.; Moll, F. C., and Kirby, 
W.M. M.: Am. J. M. Se. 221:256 (March) 1951 


CRYSTALLINE TERRAMYCIN Hy DROCHLORIDE 


avatlable | Capsules, Elixir, Oral Drops, Intravenous. 
| Ophthalmic Ointment, Ophthalmic Solution. 


ANTIBIOTIC DIVISION CHAS. PFIZER & CO., INC., Brooklyn 6, New York 
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FOR THE PEPTIC ULCER PATIENT 
“DOUBLE-GEL ACTION” AMPHOJEL 


relieves pain promptly stops gastric corrosion 
promotes rapid healing provides a soothing protec- 


tive coating over the ulcer 


no kidney damage imposes no added burden 
on kidney function 


never causes alkalosis buffers gastric contents 
moderately; permits normal 
neutralization of alkaline 
secretions of upper intestine 
no acid rebound even in excessive doses. 


Does not cause unphysio- 
logic alkalinity and conse- 
quentacidsecretoryresponse 


pleasant to take smooth, creamy, pleasing 
taste and texture 


: S : Liquid, bottles of 12 fl. oz. Also 
® 


After 15 years of clinical use, the most widely 
prescribed medication for peptic ulcer— 


AMPHOJEL 


ALUMINUM HYDROXIDE GEL @ ALUMINA GEL WYETH 


incorporated, Philadelphia 2, Pa. 
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Ay chencuritics off Doria 


ms : Hawthorne, distinguished American novelist, is said to have been afflicted with a psychoneurosis 
: from early childhood. His quiet life, wholly detached from the major activities of the times, was 
7 largely given over to brooding solitude. 


The majority of psychoneurotics have no serious mental illness, but display merely an 
‘emotional imbalance which often can be greatly improved by appropriate psychotherapeutic 
and sedative management. In the treatment of psychoneurosis, particularly agitated, 
depressed and anxiety states, Mebaral is especially useful when tranquillity with minimal 
hypnotic action is desired. Sedative dose: Adults, from 32 mg. to 0.1 Gm. (4 to 1% grains) 
three or four times daily. Children, from 16 to 32 mg. (% to % grain) three or four times daily, 
Supplied in tablets of 32 mg., 0.1 Gm. and 0.2 Gm. 


MEBARAL 


Brand of Mephobarbital 


Tasteless SEDATIVE AND ANTIEPILEPTIC 
Little or No Drowsiness. 


| WINTHROP-STEARNS INC. * NEW YORK 18, N. Y. * WINDSOR, ONT. 4 
Mebaral, trademark reg. U.S, & Conodo 
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Dihydrostreptomycin Sulfate 


a Drug of Choice 


for Physician and Patient 


Extremely well tolerated and rarely 
causing irritation on injection, 
Dihydrostreptomycin Sulfate has become a 
most widely accepted streptomycin preparation. 


Comparative studies by leading clinicians confirm that 
DIHYDROSTREPTOMYCIN SULFATE IS — 
as effective as streptomycin 2. 9, 13-15 
less toxic for the vestibular apparatus 1-15 
inimizes pain and swelling atthe site of injection 6.10 


may be used even in patients showing allergic 
response to streptomycin 2. 9, 10, 11 


Extensive experimental studies ©. 9. 16-18 
proved CRYSTALLINE DIHYDROSTREPTOMYCIN 
SULFATE MERCK 


less toxic for the vestibular system. 

BIBLIOGRAPHY Brown, H. A., Dis. Chest 16: 801-821, Dec. 1949. (10) Odell, J. M., 
(1) Tompsett, R., and McDermott, W., Am. J. Med. 7: 371-381, Dis. Chest 16: 818, Dec. 1949. (11) (Editorial) New England J. Med. 
Sept. 1949. (2) Tompsett, R., Ann. Otol., Rhin. & La . 57: 181, 240: 736, yy 5, 1949. (12) Keefer, C.S., Ann. Int. Med. 33: 582-589, 
March 1948. (3) Sweany, H. c.. Dis. Chest 15: 631 ne 1949. . 1950. (13) Marsh, D. F., W. Va. Med. J. 45: 280-284, Oct. 1949. 
(4) Lincoln, S., Science News Letter 55: 307, May 14, 1949. (5) (14) Johnson, H. M., J. Invest. Dermat. 15: 61-66, July 1950. (15 
Semans, J. H., J. M. A. Georgia 38: 477-400, Nov. 1949. (6) Domon, Hinshaw, H. C., Personal communication. (16) Lincoln, N. S., 
C. M., anocen. P. C., and King, E. Q., Amer. Rev. Tuberc. 60: Horton, R., Stokes, A. M., Monroe, J., i H. M., Am. Rev. 
564, 575, Nov. 1949, (7) Nagley, M. M., Brit. M. J. 1: 248, me Sh Tuberc. 62: 572- 581, Dec. —" wy 4 T., Brown, H. A., 
~ — sonepentenen. (8) Committee on Medical Research an Hogson, C. H., and Heilman, F A.M. A. 143: 1223-1225, 

rudeau Society, Am. Rev. Tuberc. 61: 436-440, Aug. 5, 1950. (18) Jacoby, A Ws , Sobel, N., and Rosenthal, 
Marcie "950. ( (9) » Care, D. T., Hinshaw, H. C., Pfuetze, K. H., and T., Am, J. Syph., Gonor, & Vea. Dis, 34: 185-186, March 1950, 


Supplied By Merck In The Purest Form Available — 


CRYSTALLINE DIHYDROSTREPTOMYCIN 
SULFATE MERCK 


cin Sulfate Merck is supplied in convenient 1 Gm, and 5 Gm. vials, 


Crystalline Dihydros 


MERCK & CO.,INc. 
Manufacturing Chemists 


RAHWAY, NEW JSERSEV 


In Canada: MERCK & CO. Limited —Montreal 
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[of menopausal symptoms] was striking within = § 


7 to 14 days after treatment...” with ps 


ee 
Premarin. 4 
i 
Gray, L.: J. Clin. Endocrinol. 3:92 (Feb.) 1943. “ath - 
Many clinicians have found that “Premarin” therapy usually brings a ; : ; | 
about prompt relief of distressing menopausal symptoms. Further- 5; “ | é i | 
more, symptomatic improvement is followed by a gratifying sense of a : 5 
well-being in a majority of cases. This is the “plus” in “Premarin” nah : i x 
therapy which tends to quickly restore the patient’s normal mental a | we ! 
outlook. 
Four potencies of “Premarin” permit flexibility of dosage: 2.5 mg., | ; f 
1.25 mg., 0.625 mg., and 0.3 mg. tablets; also in liquid form, 0.625 . ‘ 
mg. in each 4 cc. (1 teaspoonful). 3 
“Premarin” contains estrone sulfate plus the sulfates of equilin, | ¥ 3 : 
equilenin, B-estradiol, and 8-dihydroequilenin. Other a- and {-estro- 
genic “diols” are also present in varying amounts as water-soluble 5 : 
conjugates. 


Estrogenic Substarices (water-soluble) also known as 


Conjugated Estrogens (equine) c+ 
Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16,N.Y. 
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for the child with petit mal 


Bringing petit mal victims within reach of a happy, 
normal life is the dramatic assignment of Tripione and 
its homologue, Parapione. Both are products of Abbott's 
extensive, continuing search for antiepileptic agents. 

And both Tripione and Parapione seem to be 

equally effective in the symptomatic control of petit 

mal, myoclonic jerks and akinetic seizures. There is only 
this important, encouraging variation: one drug may prove 
successful when the other has failed. There is still hope 
that a child will find relief from seizures if one 
of the two anticonvulsants remains to be tried. 
But please do not administer either Tr1DIONE 
or Parapione until you have become familiar with 
the techniques and precautions, which must be 
observed. Write today for detailed information. 
Both drugs are available in convenient forms 


at pharmacies everywhere. Abbott 
Laboratories, North Chicago, Ill. Cbbott 


TRIDIONE 


(TRIMETHADIONE, ABBOTT) 


PARADIONE 


(PARAMETHADIONE, ABBOTT) 
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effective 
long-term treatment {or 
Rheumatoid Arthritis 
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(brand of aurothioglucose ) 


pounds} if 


firet year 
and 


e in the 


| | Adams, C. H., and Cecil, R. L.: Ann. Int. Med. 33:163, 1950. 
Bayles, T. B.: Medical Forum, Mod. Med. (no. 24) 18:86, 1950. 


Gilbert, J. T., Jr., and Moore, F. H.: J. Kentucky State M. A. 
48 :308, 1950. 
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PREVENTING BORDERLINE NUTRITIONAL STATES 
IN CHILDREN 


N recent years increasing interest has 
been focused on the relationship be- 
tween nutrition and the physical, mental and 
emotional development of children. It is now 
well recognized that listlessness and apathy in 
the child frequently may be nothing other than 
manifestations of a borderline nutritional state 
resulting from faulty food selection and in- 
adequate consumption. Moreover, such seque- 
lae of faulty nutrition often respond dramati- 
cally to improved food habits.* 
For preventing borderline nutritional states 
in children due to food whims, poor choice of 
foods, or lack of interest in eating, Ovaltine in 


milk enjoys long-established usefulness. Its 
rich content of biologically complete protein, 
vitamins and minerals can supplement even 
grossly deficient diets to optimal nutrition. The 
delicious flavor of Ovaltine invites its accept- 
ance and lends interest to eating when the ap- 
petite lags. Children particularly like Choco- 
late Flavored Ovaltine. 

Three servings of Ovaltine in milk furnish 


the supplementary amounts of nutrients shown 
in the appended table. 


*Baumgartner, L.: Wider Horizons for Children; The Mid- 
century White House Conference and Children’s Nutrition, 
J. Am. Dietet, A. 27:281 (Apr.) 1951. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three servings of Ovaltine, each made of '/2 
oz. of Ovaltine and 8 oz. of whole milk,* provide: 


FAT 
CARBOHYDRATE 
CALCIUM 


VITAMIN A 


RIBOFLAVIN 
NIACIN 

VITAMIN C 
VITAMIN D 
CALORIES ..... 


"Based on average reported valves for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 


Octosper, 1951 
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Hydrochloride Crystalline 


Effective against many bacterial and rickettsial infections, 


as well as certain protozoal and large viral diseases. 


The 


Thoracic 
Surgeon 


will find aureomycin of benefit in the complications of pneumonias 
refractory to other forms of therapy, particularly in those very serious 
forms caused by the staphylococcus or by Klebsiella pneumoniae. In the 
pneumonic involvements of psittacosis, tularemia, rickettsial disease or 
mucoviscidosis, aureomycin is highly effective. It is also very useful 
in the ambulatory or surgical management of bronchiectasis. Multiple 
lung abscesses have been known to heal with aureomycin treatment 
alone. In operative thoracic procedures, aureomycin is invaluable. 
Packages 


Capsules: Bottles of 25 and 100, 50 mg. each capsule. Bottles of 16 and 100, 250 mg. each capsule. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Gaanamid COMPANY 


30 Rockefeller Plaza, New York 20, N. Y. 
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Depends on Correct Fitting 


Only 47.1 per cent of patients can be fitted with a size 
70 or 75 diaphragm! (the most commonly prescribed sizes). 

About 28 per cent are fitted with sizes 80 and 85, and 
18 per cent with sizes 60 and 65.' 

Thus, the need for correct fitting and a wide range of 
diaphragm sizes is evident. A diaphragm which is too small or too 
large will not block access to the cervix along the anterior wall.? 


Ramses’ rotented Flexible Cushioned Diaphragms are available 


in sizes ranging from 50 to 95 millimeters inclusive, in gradations of mereteuted chetasioeienal of 
5 millimeters. the dome (enlarged 10 diameters) 
and the rim (inset) of a “RAMSES” 

Only the "ramses” Diaphragm is made with the comfort- Flexible Cushioned Diaphragm. 


assuring patented cushioned rim. Only the "rRamses” Diaphragm is 
made with a velvet-smooth pure gum rubber dome. 


The “ramses” Diaphragm is intended for use with "RAMSES” 
Vaginal Jelly to provide optimum protection for the patient. 


1. Clark, Le M.: The Vaginal Diaphragm. St. Lovis, C. V. Mosby Company, 1938; p. 43. 
2. Dickinson, R. L.: Techniques of Conception Control. Baltimore, Williams & Wilkins 
Company, 1950; p. 17. 


Unretouched photomicrograph 
of the dome (enlarged 10 diam- 
eters) and the rim (inset) of 


ps gynecological division © conventional-type diaphragm. 


423 West 55th Street, New York 19, N. Y. | 
quality first since 1883 
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AGAIN available...these helpful booklets 
FREE for presentation to your patients... 
reprinted in response to unceasing calls 


from thousands of physicians and surgeons. 


Hu man 
postu 
ww H EAS 


q BLUE PRINTS 


ANSWERS perennial posture questions for the 
layman...each 16 pages, colorfully illustrated 
...completely noncommercial and distributed 
only through the profession...tested 
by demand for millions of copies. 


ASK for samples of these two 
booklets or the quantity you 
need on your letterhead 
or prescription blank. Write... 


_ THE SAMUEL HIGBY CAMP 
INSTITUTE FOR BETTER POSTURE > 


EMPIRE STATE BUILDING, NEW YORK 1,N.Y. | 


m..OCTOBER 15 to 20 


This important event in 

popular health education is being 
anticipated by communities 

throughout the nation. 
Schools, colleges, factories, Y's, | ; 
clinics, health centers and | 
other institutions key special 
programs around dramatic posters 
and other educational material 
furnished without charge 

by the Institute. 


Camp expresses its thanks to the 
medical profession and particularly 
the public health officers and 
educators throughout the country 
whose cooperation contributes 

so heavily to the success of the ) 
event and the year-round program 


it climaxes. 


FOUNDED BY 


S. H. CAMP and CO., JACKSON, MICH. 


WORLD’S LARGEST MANUFACTURERS OF SCIENTIFIC SUPPORTS 
Offices: New York, Chicago. Factories: Windsor, Ont., London, Eng. 
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Implicit in a happy healthy childhood is maximal nutrition— 


and one of the essential dietetic guideposts to vigorous 


adulthood is adequate vitamin C*?* (14-4 oz. for infants up 


to 1 year;'°" 4-8 oz. for older children) .* Fortunately. 


most every youngster likes the taste of Florida orange juice 
and the “lift” its easily assimilable fruit sugars* prov ide.* 
hy It is well-tolerated and virtually non-allergenic.’ And. under 
t ey modern techniques of processing and storage—it is possible 
for citrus fruits and juices (whether fresh. canned or frozen) 


dese rve to retain their ascorbic acid content,’ and their pleasing 


flavor,’ in very high degree and over long periods. 


the FLORIDA CITRUS COMMISSION «+ LAKELAND. FLORIDA 


Citrus fruits —among the richest known sources of Vitamin C — 


t also contain vitamins A and B, readily assimilable natural fruit sugars. 
bes 


and other factors. such as iron, calcium, citrates and citric acid. 
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| ‘Amphedroxyn Hydrochloride’ 
(Methamphetamine Hydrochloride, Kitt vy) 


ELIXIR 

AMPHEDROXY® 

HY DROCHLORIDI 
Hydrechio 


Tebtets 


% 


IS OFTEN PREFERABLE TO OTHER FORMS 
OF AMPHETAMINE— 


because— 


smaller doses produce longer cerebral stimulation, 


with a minimum of undesirable excitement and other 


side-effects. 


When patients with depression, narcolepsy, 


alcoholism, or obesity are selected as suitable cases 


for stimulant therapy, ‘Amphedroxyn Hydrochloride’ 


is a prudent choice of drug. 


Detailed information and literature on 
‘Amphedroxyn Hydrochloride’ are personally 
supplied by your Lilly medical service representative 
or may be obtained by writing to : 


GH Eli Lilly and Company, Indianapolis 6, Indiana, U.S.A. 
hl, Y 
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Restored to Life 


The lifted head and wagging tail of the first “‘patient’’ ever to be rescued from diabetic coma were 
the signals to Banting and Best that at last they had won a major victory in the long struggle 
against diabetes. 

The epochal discovery of Insulin in 1921 launched the first systematic program for medical 
development on an international scale. 

Equipment, scientific knowledge, and trained personnel were mobilized to help solve the 

difficult problems of purification, production, and distribution. Ample Insulin was soon supplied. 
Improvements were quick to follow. Today, diabetics may look forward to further developments, 
to a still more nearly normal life. 


A 15” x 12” reproduction of this illustration by Ben Stahl is available upon request. 
ELi LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 
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IMPRESSIONS AFTER 33 YEARS IN 
MEDICAL PRACTICE 
CHARLES E. WaGNer, M. D.,* 
Wilmington, Del. 

My medical practice began with service in 
the American Expeditionary Force in France 
during World War I. A faet which im- 
pressed me at that time was that wounded 
men who had to remain in shell holes tor 
days in the heat of summer often had mag- 
gots in their wounds by the time they were 
rescued. It was observed, however, that such 
wounds were cleaner and healed more prompt- 
lv than those in which there were no maggots. 
The ones without maggots were much more 
prone to infection by the gas bacillus of Welch. 
When that occurred a great many amputations 
were necessary, and if death followed it was 
the most horrible I have ever seen. By way 
of comparison, there were very few cases of 
eas bacillus infection during World War II, 
due to the progress which had been made in 
the meantime by medical and allied sciences 
for its prevention and treatment. 

I was a member of an operating team, work- 
ing in evacuation hospitals, during the period 
of American activity in World War I. While 
drives or attacks against the enemy were 
being carried on we were very busy and often 
had very little sleep. Rush periods were us- 
ually followed, however, by periods of relative 
inactivity. During World War II I served 
on the home front. The number of physicians 
serving with the armed forces left a searcity 
of them in eivilian practice. Consequently, 
there was no lull in work to be done at any 
time. While the eonditions under which I 
worked in World War I were somewhat haz- 
ardous, they were much more gruelling in 
World War IT. 

When I returned from service overseas in 
July, 1919 I took special training to become 


*Presidential Address, read before the Medical Society 
of Delaware, Wilmington, October 10, 1951. 


a pediatrician. During my years in private 
practice | have been impressed with the well 
known fact that medicine is closely integrated 
with our social, economic and spiritual life. 
Let me refer to a few observations by way 
of illustration. 

‘rom a social standpoint, the broken home, 
where it involves children or young adults, has 
Children from 
such homes are sent on the road of life with- 


become a national disaster. 


out the love, happiness and security which 
they so desperately need. They often com- 
plain of abdominal pain, loss of appetite, in- 
ability to sleep, and other related nervous 
disorders. Grandparents often have to as- 
sume the responsibility for their eare, and 
are unable to exercise proper discipline over 
them. In cases of divorce or separation of 
parents, the courts usually permit children to 
be taken back and forth from one parent who 
assumes responsibility to the other one who 
is frequently irresponsible. The impact upon 
the minds of many children in such eases is 
terrific. As at present constituted our courts 
are often a hindrance rather than a help in 
rehabilitating them. 


To prevent juvenile delinquency in these 
children and over-crowding of our mental in- 
stitutions by many of them when they reach 
adult life, we ought to have more assistance 
from the legal profession. In my efforts to 
help children from broken homes I have had 
rebuffs at the hands of the legal profession 
which have impressed upon me the necessity 
of closer medico-legal cooperation in their be- 
half. Primary consideration should be given 
to the mental and physical health of these 
children rather than to the whims and fancies 
of their delinquent parents. Family unity is 
the keystone of the arch which supports our 
ereat democracy. We have a great responsi- 
bility as physicians to try to preserve it, and 
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thus prevent some of our increase in mental 
disorders. 

Economie conditions affect the practice of 
medicine in many ways. The poor will al- 
ways be with us, but improved living and 
working conditions have greatly reduced the 
amount of charity work we now have to do. 
To our vounger physicians, may I express the 
fervent hope, in passing, that they will never 
have to go through a severe business depres- 
sion such as we experienced in the early 1930’s. 

A physician is now caught in the upward 
spiral of our economy, along with everyone 
else who has to earn his living. He has an 
obligation to his family which he should not 
disregard. He ought to have time to read 
and study and, of course, he needs recreation. 
With his expenses continually rising he is 
forced to make an adjustment in his fees, 
which is not easy to do without being con- 
demned as being too mercenary.  Further- 
more, the unscrupulous physician who does 
not allow his conscience to be his guide is 
the one who does untold harm to the whole 
medical profession in its relations with the 
public. 

The spiritual life of a patient or his rela- 
tives or friends often influences the results 
obtained in his treatment. I can recall many 
instances where I have given sulfonamides 
or antibiotics and prescribed the usual meth- 
ods of treatment without any apparent bene- 
fit. When I have indicated my deep concern 
to relatives, I have gone back the next morn- 
ing to find the temperature normal and the 
patient markedly improved. 

Relatives then informed me that all of them 
prayed for his reeovery, which I could at- 
tribute only to the power of prayer and not 
to mere coincidence of treatment or to my 
own skill. 

The way medicine is practiced has under- 
eone a great change. It no longer takes much 
persuasion to get a patient to go to a hospital. 
The problem is when and how to obtain a hos- 
pital bed for him. There is a tendency tor 
many physicians to attend very few patients 
except in their offices or in hospitals. By 
not seeing a patient in his own home or en- 
vironment a physician may miss an important 
elue which will enable him to reach a correct 
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diagnosis. The family doctor had an advant- 
age in this respect over those physicians who 
practice in these days of specialism, office 
Visits, clinics, hospitals and medical mass pro- 
duction. We are learning much in the field 
of psychosomatic medicine, the influence of 
the mind over bodily function. It is in this 
direction that our general practitioners or 
specialists who make home visits, have a good 
opportunity to find out the personal problems 
which may be affecting the health of their 
patients. 

I marvel at the progress which medical 
science has made in the past thirty-three years. 
The various forms of meningitis, for instance, 
have gradually responded to treatment with 
sulfonamides and antibiotics. Until reeent 
years we had to tell the relatives of a patient 
suffering from influenzal meningitis that there 
was no hope of recovery. It is now usually 
cured. Even tuberculous meningitis, which 
was invariably fatal, is now being suecessfully 
treated in many eases. 

Catheterization of the heart and other 
technological advances in methods of diagno- 
sis and treatment have been dazzling. <Ad- 
vances in surgery of the heart, lungs, central 
nervous system and every part of one’s anat- 
omy have been made possible to a very large 
degree by remarkable advances in anesthesiol- 
ogy. The medical profession allied 
sciences can justly be proud of all of these and 
many other wonderful achievements. 

In spite of our achievements, however, we 
ought to be humble when we pause to con- 
sider how relatively little we know about 
bodily function in health and disease. I am 
reminded of the following verse in the Bible 
which I have always liked beeause of its 
simple truth: ‘*‘And what doth the Lord re- 
quire of thee, but to do justly, and to love 
merey, and to walk humbly with thy God?”’ 
Who can wateh the unfolding of a beautiful 
Peace rose, a gorgeous sunset, the eruption 
of a voleano on a moonlight night, see the 
wonderful formations in some of the deep 
‘averns of the earth, gaze upon the majesty 
of great mountain peaks, or behold the firma- 
ment on a clear night and reeall the precision 
with which the universe moves without realiz- 
ing that there is a Creator? Assuming that 
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there is a Creator, who is there among us 
who does not feel humble by comparison ? 

I have written this address at the close of 
a very humid summer. The atmosphere is 
tense because of the uncertainty of what may 
happen in international affairs. Before the 
end of 1952 it is possible that World War III 
will be upon us. Let us pray that it may 
never come, but if it does, our duty as physi- 
clans to our fellowmen may be taxed far 
beyond our power to cope with its horrors. 

Let us hold high the torch of our noble 
profession. Toward that end it is good to 
know that medical schools are screening ap- 
plicants for admission and trying to choose 
those who have a pleasing personality as well 
as superior technical knowledge. They are 
trying to turn out physicians who will be kind 
to patients. The humanities are not to be 
forgotten in the swift, forward movement of 
science and medicine. 

With just pride, therefore, in the great 
achievements of the medical profession and 
allied sciences, let us practice the healing art 
with humility, honesty and integrity until 
the people of this world learn to love and 
not to hate, to create and not to destroy. 


SURGICAL TREATMENT OF 
ULCERATIVE COLITIS* 
lL. Krarer Frerauson, M. D., ** 
Philadelphia, Pa. 

The subject on which I am to speak is 
somewhat the opposite from the one that you 
have just heard, namely, that of obesity, be- 
cause the people that I am going to speak to 
vou about are not obese; as a matter of fact, 
they are emaciated. 

The disease under discussion is ulcerative 
colitis, a disease which affects a fairly large 
proportion of our population at one time or 
another, not always in the severe type but 
often in types which are sufficient to cause 
marked disability. The disease is called 
ideopathie ulcerative colitis, because as yet 
our knowledge as to its cause is not too well 
defined. 

The bacterial theory of causation, which 


*Read before the Medical Society of Delaware, Dover, 
October 4, 1951. 

**Professor of Surgery, Women’s Medical College of 
Pennsylvania, and University of Pennsylvania Graduate 
School of Medicine. 


DELAWARE STATE MEDICAL JOURNAL 297 


was proposed by Bargen, has never been in- 
criminated as the underlying cause of colitis. 
There have been theories of allergy as a cause 
ot colitis, which have not been substantiated. 
Various types of virus have been suggested 
but have never been proved as etiologic agents. 

Then, because these patients are of a cer- 
tain definite type, ulcerative colitis, like peptic 
ulcer, has been looked upon as one of the 
psychosomatic diseases. There is some physio- 
logie basis in fact for that. At least we know 
from our own experience, of individuals— 
and even of ourselves, perhaps—who under 
various stresses have had increased activity 
of the colon. Dennis at Minneapolis has 
shown that conversations about a subject which 
caused anger or fear or other tenseness, pro- 
duced marked hyperemia and increased secre- 
tion in the mucosa of the colon, when exam- 
ined proctoscopically, but his did not oeeur 
following vagotomy. 

This type of observation is hard to explain 
and hard to accept. Nevertheless, there ap- 
parently is a definite relationship between 
the psyche and the bowel. 

Finally, a new theory has come into con- 
sideration as a cause of ulcerative colitis, 
namely, that the cause of ulcerative colitis 
may be lysozyme, an enzyme which was dem- 
onstrated by Meyer and his group. It is 
known to be markedly increased in the bowel 
secretions In cases of ulcerative colitis as com- 
pared to the normal. It is supposed to be 
effective as a cause of ulcerative colitis by 
reason of its power to dissolve the protective 
mucus of the bowel, and so to allow bacteria 
which are commonly and ordinarily found in 
the bowel to become active as irritative organ- 
isms. 

I have presented to you some facts and 
some theories as to the cause, but when it is 
all boiled down, we have no real cause that 
we know of for the disease known as ulcerative 
colitis. It is a disease that affeets the younger 
age groups, as a rule, and the first slide will 
give you a picture of a group of patients of 
53 cases, and you will note that the majority 
of these cases fall in the group from 10 up 
to 30. 

This disease is equally distributed between 
the male and the female. It arises probably 
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following a psychic upset, a death in the fam- 
ily, or loss of a job, or some other extremely 
disturbing incident in life, which in these 
very sensitive patients produces an appear- 
anee of the disease. 

The disease is characterized by trequeney 
ot bowel movements, which are at first liquid, 
later becoming purulent, often becoming 
bloody. The frequency of stool also is as- 
sociated with a marked tenseness so that these 
patients are required to be within reach of a 
bathroom because they have to get there im- 
mediately when the urge is presented. 

So with frequent stools, with loss of blood, 
and with frequent bowel movements at night, 
disturbing sleep, we find these patients gomg 
rapidly downhill, with loss of weight, marked 
anemia, dehydration, electrolyted balance, de- 
pletion of proteins, all contributing to the 
gradual deterioration of the patient. 

These symptoms, I am sure, are well known 
to you, and it is also well known to you that 
this disease is one which is characterized by 
remissions and exacerbations. Under appro- 
priate medical treatment: soft diets, the bella- 
donna derivatives, rest, transfusions, intrav- 
enous therapy, if necessary, to bring them up 
to a normal fluid, electrolyte, and protein bal- 
ance, these patients often go into a remission, 
and so they go back to normal health. 

But the x-ray and proctoscopie observa- 
tions often do not reflect the clinical improve- 
ment that these patients get when they have 
an improvement in their nutritional status. 
We find that the x-ray changes remain and 
proctoscopic changes still show an easily bleed- 
ing, friable mucosa, perhaps with not deep 
ulcerations but a mucosa that is susceptible 
to subsequent difficulty. 

Now, you may wonder why as a surgeon 
I am talking about ulcerative colitis. It is 
because I think that surgery has a very defi- 
nite place in the treatment of ulcerative 
colitis. That place is perhaps in two categor- 
les: (a) as an emergency treatment, and (b) 
as an elective treatment. Surgery must be 
considered in all cases in which the patient 
is unable to resume a normal life, even in 
spite of adequate and prolonged medical treat- 
ment. 

If a patient is bedridden, or a chronie in- 
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valid by reason of this disease, then it would 
seem to me that some other torm of treatment, 
and in this case surgery, must be considered 
as a method of restoring this patient to health 
and activity. 

The indications for surgery we believe are, 
as I said, in two groups, one, those in which 
emergency surgery should be performed, and 
the conditions which present themselves as 
indications for emergency surgery you will 
see: perforation, uneontrolled hemorrhage, 
and obstruction. These complications of the 
ulcerative colitis often oceur together. 

Here is a patient who had a_ progressive 
involvement of her colon over a period of 
about a year, so that the entire colon was 
involved. She bled so that she was practieal- 
lv bled out on many oceasions, in spite of 
transfusions. Eventually, it was decided that 
operation was the only chance of her recoy- 
ery, and what was done was a colectomy. At 
the time, she did have a perforation. You 
will notice here that the mucosa is almost 
completely gone in this bowel. 

Here is a case of perforation, hemorrhage 
and obstruction. You can see that the acute 
process has produced a kink in the large gut 
so that there is a marked dilatation of the 
colon. This dilatation, with the tension it 
produced, caused a perforation in the cecum. 
He was one who had previously bled out. 
Here again an ileostromy and a colectomy 
were performed. 

As an emergency treatment, therefore, 
where we have bleeding, obstruction and 
hemorrhage, the patient is too sick not to be 
operated upon. If we let them go they are 
sure to die. So the life-saving procedure is 
operation, and in these cases usually it means 
colon resection in order to save a life. 

Now, you say that is taking an awful chance. 
Well, it is not taking so much of a chance as 
without operation. They are almost sure to 
die, these patients that bleed excessively, un- 
less you remove their colon. There is no other 
treatment. 

Here is the patient whose x-ray was just 
seen, with complete loss of the mucous mem- 
brane, except for dots of it here and there, 
and this patient bled from his entire colon. 

All patients are not in this acute stage. 
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Then comes the question as to when to ad- 
vise surgery in those who are not acutely ill. 
As I said before, the patient that needs surgery 
is one in which medical treatment has shown 
itself to be ineffective, and the patient re- 
mains a total invalid, or almost total invalid, 
unable to take a part in society, or be pro- 
ductive at all, and in that case surgery offers 
him a great deal. The reason for his invalid- 
ism is usually a very marked and progressive 
change in the bowel, which is so great that 
it is irreversible. The bowel can never re- 
cover. In such eases it is foolish to go on 
with conservative treatment, but surgery 
should be given very definite consideration. 
The complications which produce a patient of 
this sort are listed here: polyposis, granulo- 
mata, neoplasm, fistulae and sinuses, and in- 
tractable secondary arthritis, iritis, and other 
types of chronic inflammation due to absorp- 
tion from the diseased colon. 

Now, polyposis is illustrated in this patient. 
You can see the x-ray appearance of the 
polyposis, and I have shown you slides which 
showed the pseudo-polyposis that appears due 
to the presence of bits of mucosa between ulcer- 
ations. This type of colon can never recover, 
and only operation can return him to health. 

It happened, as you will notice here, that 
this patient’s lower colon escaped, and we 
were able to do an anastomosis between the 
ileum and the sigmoid. 

Here is a case illustrating granulomata. 
Granulomata are acute or chronic inflamma- 
tory swellings and indurations in the wall of 
the gut, producing constrictions such as you 
see here, which are indistinguishable in the 
x-ray and even at operation, from carcinoma. 
Any sort of conservative treatment in this 
type of case is out of the question. Removal 


of these masses is necessary in every ease. 


Here is the bowel of the patient whose 
X-Ray you have just seen. You see the area 
of granuloma here, and another one here. 
These are not carcinomatous but as I say, even 
at operation they are so indistinguishable 
from carcinoma that they must be treated 
radically. 

Now, carcinoma as a complication is one 
which must be borne in mind by every medi- 
cal man who is taking care of a patient with 
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ulcerative colitis. At the Lahey Clinie they 
report that at least 30°, of their patients with 
ulcerative colitis who have gone on for more 
than nine years develop carcinoma. This has 
been much greater than is our experience. 
In these 50 eases, all of which have been 
surgically treated cases, we have seen two 
cases of carcinoma, and here is one of them. 
You will see the carcinoma in the cecum. 
You ean see from the appearance of his bowel 
that the colitis has been present for a long 
time. He had it for 11 years. Almost all 
the mucosa is gone. The bowel wall is thick- 
ened. He refused operation until he develop- 
ed pain in his lower right side and was oper- 
ated on elsewhere, because they thought he had 
appendicitis. At the time they found a large 
inflammatory mass, and he later came to 
Philadelphia and was operated upon. At 
operation, here is his trouble, a carcinoma de- 
veloping in his bowel. 

I think it is worthwhile, however, to point 
out in passing that the medical man who is 
taking care of ulcerative colitis cases must 
know of the danger of carcinoma developing 
in these diseased bowels, especially if they 
have gone on fora long period. He must take 
necessary steps to be sure that carcinomatous 
degeneration is not occurring. Patients who 
are having frequent bowel movements as a 
result of their colitis think little when there 
is a new symptom, blood coming into the bowel 
as a result of bleeding from a carcinoma. So 
at least yearly examinations of these patients 
by barium enema is necessary. 

One of the characteristics of this disease 1s 
the formation of fistulae and sinuses. In these 
patients the acute inflammation often perfor- 
ates the bowel, usually not into the general 
peritoneal cavity because the process is slow 
enough to wall off. But such eases have al- 
ways a leakage of fluid or material from the 
bowel into the surrounding area. Here is one 
area, and here a large fistulous tract, as you 
ean see, which in this case led down to the 
perineum to form perineal abscesses and sin- 
uses. This is frequent in cases of ulcerative 
colitis and must not be mistaken for the usual 
type of fistula in ano, from which it differs 
because the original site of the infection is 
upward in the perineum, often above the level 
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of the peritoneum. This was a patient who had 
been operated upon as an emergency proced- 
ure, and a double-barre!ed ileostomy was per- 
formed. He was advised that no further 
operation should be performed on him. But 
he continued to go downhill. He weighed 
about 118 pounds. He was in bed all the 
time. He had marked drainage from his 
perineum, and tenderness in his abdomen. He 
Was operated upon, his ileostomy was revised, 
and a colectomy was performed. 

This is an illustration of his colon. You 
can see the marked thickening of his colon, 
which resulted from his long standing ileos- 
tomy. His entire colon has been removed. 
He now weighs 220 pounds. He works as a 
chemist daily, and he has made a total and 
complete recovery. If he had walked in here 
you wouldn't know that anything had hap- 
pened to him. 

Here is the end stage of an ulcerative colitis, 
marked contraction, shortening and total loss 
of all function of the bowel, which is now 
simply a fibrous tube which transmits material 
as it is thrown in from the ileum, around and 
out through the anus, just as if it were a lead 
pipe. In this type of case we find absorption 
occurring, producing iritis, arthritis, and 
various other types of secondary difficulty. 

What does surgery offer for these patients? 
It first must be said that if surgery didn’t 
offer anything to these patients that was safe 
and was better than they had before, then 
there was no place for it. But I think surgery 
offers a great deal to these patients. It puts 
them back on their feet. It allows them to 
live normal lives and to exist happily rather 
than as an invalid. 

What do we do by surgery? Well, the first 
principle of surgical treatment in our exper- 
lence is the necessity for the diversion of the 
fecal stream from the area of involved bowel. 
The earrying out of that principle varies de- 
pending upon where the involvement is. Here 
is a patient who had ulcerative colitis for 11 
years involving her left colon. In this pa- 
tient a transverse colostomy was performed, 
and the entire remaining part of her gut was 
removed. This shows her colon and reetum 
and anus, which was removed in one stage. 
This patient was in my office day before ves- 
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terday. She works as a hairdresser. She 
weighs 128 pounds. She will not let herself 
get above that, she told me. But she has 
been in perfect health, and if you saw her you 
would not feel that she was any different from 
anybody else. She takes care of her colostomy 
without any difficulty whatever, and instead 
of being an invalid she is now back to the 
normal life. I might add, incidentally, that 
she tells me she is getting married. 

Here is a case of polyposis involving the 
entire large gut, but in which the sigmoid 
escaped. Now, when we have proximal colitis, 
that is colitis involving the right side of the 
colon but allowing the left side or sigmoid 
and rectum to escape, it Is often possible to 
sidetrack the feeal flow by doing an ileo-sig- 
moidostomy, and excising the involved colon. 
That is what was done in this case. One 
cannot very often do this because usually the 
left colon is involved early. But when it does 
escape it is possible to anastimose and allow 
the fecal flow to pass from the ileum to the 
sigmoid. 

Now, you say, well that makes a pretty short 
colon; | shouldn’t think that would be a very 
happy solution to the problem. Well, it is. 
These patients have two to three movements 
a day; their stools are not formed but they 
are not liquid. They have perfect control, 
have no trouble at all from their bowel move- 
ments, and the effect as far as their general 
physical condition is concerned is the same 
as we find when we have an ileostomy. 

This possibility of joining up, as I said, is 
only oceasionally possible. We have had only 
3 cases in which we have been able to do that 
as a primary procedure. Where the entire 
bowel is involved, then an ileostomy must be 
performed. We make a midline ineision, di- 
vide the ileum, put the distal ileum in the 
midline wound, and bring out the proximal 
ileum in an opening in the lower right quad- 
rant asa terminal ileostomy. We use the mid- 
line wound again at a later time when ecolee- 
tomy is to be performed. 

This type of diversion of the fecal stream 
is not without its difficulties. The patient 
immediately following operation is a problem 
in electrolyte, fluid, protein balance. 
But this can be easily taken care of when 
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you have had experience with these cases, so 
that after a period of about a week or ten 
days they are practically on a normal diet 
and without any difficulty. 


The reason why these patients with ileos- 
tomy can get along pretty easily is because 
the secretions from the terminal ileum are 
caught in a bag. Any of you who have had 
experience with ileostomies know that the se- 
cretions of the ileum are extremely irritating 
to the skin of the surrounding area, and the 
skin excoriation is one of the complications 
of this type of operation. The answer to the 
problem is never to let the skin become ex- 
coriated. These patients have at first a tube 
sutured to their terminal ileum, as soon as 
this tube is removed a bag such as you see 
illustrated here is cemented to the abdominal 
wall. This is a firm, steel lined ring covered 
with rubber, which is applied with rubber 
cement to the skin over the ileostomy. The 
ileostomy comes in through this opening and 
drains through this bag. The bag has a 
spigot-like opening which is closed by a rub- 
ber band, and it hangs on the patient. 

As you see in this patient. She has the 
bowel taken around to the sigmoid, which is 
implanted here. The bag, as you see, is ce- 
mented to the skin. This rubber band is re- 
moved so that the patient goes into the toilet, 
empties the bag as necessary, without much 
inconvenience. By the use of this bag almost 
no deformity is noted in their dress. I have 
many patients who play golf, swim, who do 
anything that the ordinary patient does. 


A dressing has to be held over this mucous 
fistula for a time, but in most of these cases 
the bowel eventually closes over completely 
so that nothing else is worn but the bag. 


We have outlined a method of treatment 
for these patients which requires a consider- 
able amount of doing. It means often multi- 
ple operations. In this group of 53 patients 
were 95 operations, almost two operations per 
patient, and some of them have had more. 
You will notice from this list of operative pro- 
cedures that the operations are by no means 
minor. Removal of the entire colon, or the 
colon and rectum, in many of these cases in 
one or two stages. 
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It is our belief that the important thing in 
surgical treatment is to get the patient over 
the immediate emergency. That may mean 
only an ileostomy; it may mean an ileostomy 
and partial resection, if the patient is in good 
condition or if the patient shows evidence of 
a carcinoma or granulomato; or it may mean 
that we only need to do a colostomy. 

These operations are done in stages, and the 
stages are separated by an interval of six to 
eight months more or less, depending upon 
how the patient gets along. If the patient 
still has bloody discharges from the reetum, 
when an ileostomy has been performed, a 
colectomy is decided upon. In many of these 
cases a partial colectomy, that is around to 
the sigmoid, is all that is necessary. The re- 
mainder of the colon, sigmoid and rectum, be- 
comes a simple fibrous tube which gives no 
further discharge and no further bother. 

This type of surgery is not without com- 
plications. Obstruction of the small intestine 
is most often met, and this you can understand 
when you realize the extent of the resection 
of the colon, giving opportunity for the in- 
testine to become adherent to the raw areas. 
As a prophylactic measure, we usually use a 
Miller-Abbott tube before operation, and 
maintain it until the ileostomy functions. 

The other complication is prolapse of the 
ileostomy. This is a problem that nobody 
has solved, and it depends entirely on how 
big the opening is where the ileum comes 
through the abdominal wall. If it is too big, 
prolapse occurs. If it is too small, it ob- 
structs. So it is a question of judgment and 
experience when you make these ileostomies. 
Most often the prolapse isn’t serious but it is 
uncomfortable to the patient and often de- 
mands a revision of the ileostomy. 

Now, is this a type of surgery in which the 
mortality is too great, the risk is too great? 
In our 53 eases we have had three post-opera- 
tive deaths, and all those were cases in whom 
a simple ileostomy had been performed, noth- 
ing else but an ileostomy. They were all 
desperate cases, but even so one of them died 
as a complication of the operation when the 
ileostomy tube, that is the tube through the 
ileostomy, was allowed to go into the abdo- 
men and perforated the ileum. The other 
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two deaths were as a result of their colitis 
itself. 

Of the remaining cases, 50 cases, 40 of them 
have excellent results. By excellent results 
we mean that these patients are back living 
normal lives. They are housewives, they are 
business men, they are professional men. 
Most of them, over half of them, have all of 
their colon removed, and the large part of 
them have a part of their colon removed. 
But the point is that they are able to be back 
and resume normal life. 

Three patients have had what we class as 
good results. We have leaned over back- 
wards in this group. One of them is a little 
girl who is perfectly well to all intents and 
purposes, except that she has occasional 
diarrhea. She has had an ileocolostomy. 


The poor results were two cases of car- 
cinoma which I mentioned, both of whom 
died, and I might add that carcinoma develop- 
ing in ulcerative colitis has a very, very poor 
prognosis. 

The other poor result was a patient on 
whom a vagotomy was performed, which I 
think we will not have to report in any other 
series. 

This is a picture of a ‘**before and after’’ 
result. This patient had been in bed for 
three vears with her ulcerative colitis. She 
weighed 76 pounds at operation. Her perin- 
eum was a complete ulcer, and had been diag- 
nosed as tuberculosis of the bowel at one of 
the hospitals in Philadelphia. She was a pa- 
tient whose short colon I showed you. As you 
can imagine, she was a complete invalid. An 
ileostomy and colectomy was performed, a 
sub-total colectomy. This is her sigmoid im- 
planted in the midline wound. She is now 
recovering. 

This is three weeks after her operation. 
She hadn't been able to stand for three years 
before that. <A year later, you can see the 
difference. 

This is not remarkable. It is not unusual. 
I can show you 30 or 40 patients with this 
same thing. She worked in a music store 
selling records. I tell you that simply to 
show you that she was aeceptable socially. 
There was no odor, no disagreeable difficulty. 
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She later was married, and shortly after she 
was married she came to me and said she 
was pregnant. I had visions of lots of diffi- 
culty. She had her sigmoid implanted in the 
midline wound. The uterus lies in front of 
this. The enlarging uterus I could picture 
as giving a great deal of trouble to us. I told 
her I didn’t think she ought to go on with 
her pregnancy. She said she was going to 
anyway. So she did. She delivered a_per- 
fectly normal child, and she has had another 
one since, with most of her colon out and a 
complete and total recovery following opera- 
tion. 

The results, then, I think are absolutely 
beyond expectation. The patients return to 
normal life. The weight gained is remark- 
able: I have had some gain as much as 120 
pounds. The other thing that is quite typi- 
cal and extraordinary about these patients is 
their change in personality. These people who 
were so weak, so whiny, so absolutely disagree- 
able that nobody, even their family, could 
vet along with them, are changed into people 
who are happy, productive, affable, lovely 
people. Strange enough, almost all these fe- 
male patients that I have anything to do with 
have become beautiful. 

DISCUSSION 

Dr. O. A. JAMES: (Milford) We certain- 
ly have heard an excellent paper, and we are 
greatly indebted to Dr. Ferguson for giving 
us this opportunity. As we all know, this 
disease is a very cruel and trying one from 
the standpoint of the patient. In most of 
the cases I have dealt with they have been 
very trying to the doctor—in fact, I should 
say doctors—because they all demand close 
cooperation between the medical man and the 
surgeon. 


On reviewing the literature, I have found 
that in the past two years there have been 
more than 30 papers on this subject, which 
indicates to me that the problem is certainly 
a very serious one, a difficult one in many 
places, and it is being studied at the present 
time. One-third of these papers deal with 
surgical treatment. We may quickly assume 
that surgery is the final answer, but I would 
like to emphasize a point that Dr. Ferguson 
made: that the disease is still primarily a 
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medical problem and that surgery is indi- 
eated mainly in the complications. 

In a paper that came from the Cleveland 
Clinic last April, it was stated that at the Mayo 
Clinie only 5% of the cases went to surgery ; 
at the clinie in Cleveland, 13%; and at the 
Lahey Clinic, 26%. 

Dr. Ferguson has very clearly pointed out 
to us the indications for surgery. I had some 
questions in my mind which I was going to 
ask him, but he has already answered those. 
Most surgeons frequently are confronted with 
questions by medical men: ‘‘I have a des- 
perate case, acute fulminating one, which is 
not responding. What shall we do? Could 
we use an ileostomy?’’ Dr. Ferguson has 
answered that question, and in the literature 
it is stated that the mortality rate in those 
cases is very high, and is such that we do not 
like to do surgery unless we absolutely have 
to, and those indications have already been 
stated. 

Again I would like to say his paper has 
been very interesting, very informative, and 
I am sure that we all will be in much better 
position to take care of these problems. 

Dr. LAWRENCE J. JONES: (Wilmington) : 
There is very little I can add to this paper. 
I want to congratulate Dr. Ferguson on his 
very comprehensive talk on this subject. 

I would like to emphasize the bag that he 
put on this drain. These patients have been 
very much happier since that bag was avail- 
able. 

I think that one of the problems is that 
these cases surgically do better if they are 
operated on early enough. On the other hand, 
some of the cases where surgery is considered 
do recover medically, and that is the biggest 
problem, I think, in the diagnosis. 

Dr. C. McGee: (Wilmington) : 
I should like to comment on Dr. Jones’ prob- 
lem of deciding when to move in. I don’t 
believe it is too difficult to decide. I think 
the criteria which come out of the experience 
of Dr. Ferguson and others—and when I say 
others I find a remarkable similarity, or agree- 
ment, as to those indications for surgery— 
should be accepted and acted upon. I feel 
that oceasionally the physician robs the pa- 
tient of the optimum opportunity for surgery 
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when it is required. We recognize that there 
are stages in the life history of a peptic uleer 
where surgery is the best approach, and the 
indications are fairly clear for the type of 
operation to be performed. We recognize also 
that in the peripheral vascular disease there 
comes a time when medical treatment becomes 
utterly inadequate and where amputation 
must be resorted to because our medical pro- 
cedures fail. Once that is recognized, we 
should move and move quickly for the bene- 
fit of the patient. 

Likewise there are an appreciable number 
of these patients with ulcerative colitis in 
whom those indications appear, and we should 
keep them in mind and not through a pro- 
cess of wishful thinking pass through the 
optimum period ano get the patient in a 
moribund condition which gives the surgeon 
extra hazard and sometimes robs the patient 
of his chance to survive. 

As I see the picture of the girl who has 
had her two babies after recovery, I have a 
feeling that it wasn’t necessary for her to 
get to the poor nutritional state in the first 
place, that there was a case of resistance 
either on the part of the patient or of the 
medical advisor in whom she had confidence, 
which allowed her to get to that state before 
anything was done. 

Dr. Lewis B. FLINN: (Wilmington): I 
would like to ask Dr. Ferguson in connection 
with those patients in whom he is able to 
keep the lower part of the colon or sigmoid, 
in the ileo-colostomy cases, what percentage 
of those eases subsequently develop disease 
in the remaining colon ? 

Also, | would like to ask Dr. Ferguson if 
he has any information on the effeet of com- 
pound EK, ACTH, or cortisone in the treat- 
ment of the disease, or perhaps as an adjunct 
in preparation for surgery. 

Dr. S. Rarau: (Wilmington) : 
I would like to ask a question of Dr. Fergu- 
son. Only 13 of these patients had their ree- 
tum removed, out of 50. Did 8% of the 
patients retaining the stump develop ecar- 
cinoma in that stump? 

Dr. FerGuson: I want to thank the dis- 
cussants for their interesting comments. 

As to the problems that are presented, I 
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think that it was well worthwhile emphasizing 
the fact that there is a maximum time in 
which operation must be performed. I am 
not sure that it is the maximum time as far 
as the patient is concerned. I think it is the 
maximum time as far as the doctor is con- 
cerned. You have to come to a conclusion 
that this bowel is not going to recover, and 
when you come to that conclusion then I think 
you've got to be willing to subject your pa- 
tient to surgery. 

As far as the lower segment is concerned, 
understand me, | am not recommending leav- 
ing the lower segment in if there is any reason 
to take it out. I have had three patients in 
which we have been able to take out an ileo- 
tomy and reanastomose to the sigmoid. <A 
couple of those have gone two years, and one 
of them one year, without any recurrence im 
the lower rectal segment. 

I don’t do that until the patient has gone 
for at least a vear and there is evidently no 
disease in the lower segment. In such cases 
I think it is safe to try them. I warn the 
patient that it may be necessary for us to 
make an ileostomy again. But he is willing, 
as a rule, to take that chance. So far, with 
that program we haven't had any complica- 
tions. 

As to leaving the lower rectal segment in 
place, as I said, I believe that the operation 
should be done in stages, whatever is neces- 
sary to make the patient well. I think the 
main part is to take out the diseased colon. 
Oiten this small area of colon between the 
sigmoid and rectum is not enough to give the 
patient much in the way of symptoms. Fur- 
thermore, this is an area which can be in- 
spected readily by proctoscopic examination, 
and any appearance of symptoms is an indi- 
cation that something ought to be done. Ii 
there is a continued secretion, the patient has 
bleeding continually from that small segment, 
then his disease is not quieting down or he’s 
vot some complications and it ought to be 
taken out. 


But as a rule, with the retained rectal seg- 
ment they have a relatively minor discharge, 
mavbe once every two or three weeks a small 
discharge, and that’s all. Now, if it is more 
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than that, then you can be sure that there is 
something going on. 

I think it is perfectly safe, as far as carci- 
noma is concerned, to leave that segment in. 
I think our percentage of removals is greater 
than shown there. I didn’t bring one slide 
that showed how many were completely re- 
moved. 

As far as the use of ACTH and cortisone 
and compound E is concerned, | am a surgeon 
and not a medical man and I would not be 
expected to answer that question. I think 
that is an unfair question, 

However, I might say that as far as the 
cases that we see are concerned, that is we 
as surgeons, I don’t believe that any of these 
things do any good. In our experience, the 
patients that come to us have bowels that are 
completely irreversible, and in such cases you 
wouldn't expect to have any result from 
cortisone or ACTH. There is evidence, per- 
haps—perhaps—that in a few early cases 
these drugs may be worthwhile, but certainly 
not in the type of cases that we see referred 
for surgery. 


GALLSTONE ILEUS 
Observations Based on Three Recent Cases 
JoHNn ©, Prerson, M. D.* 
and 
EKpwin A. MEKANIK, M. D.** 
Wilmington, Del. 

Within the past seventeen months 3 cases 
of small intestinal obstruction produced by 
an impacted gallstone have been seen on the 
Surgical Service at the Memorial Hospital. 
Two of these were observed within the space 
of 5 weeks. 

This experience, obviously, is unusual 
enough to make one challenge its authenticity. 
Walters and Snell state, for example, that 
approximately 2% of all cases of intestinal 
obstruction are due to gallstones. It is realiz- 
ed that the incidence quoted above, 3 cases in 
a seventeen months period, is distinetly mis- 
lending in its implieation. It has served, how- 
ever, to focus our attention more sharply upon 
this particular clinical entity and the ac- 
companying discussion is derived from = con- 


*Chief of Surgery, Memorial Hospital. 
**Assistant Resident in Surgery, Memorial Hospital. 
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tact with these 3 cases and from a survey of 
the surgical literature pertaining to the sub- 
ject. 

The cases in question ranged in age from 
63 to 838 which is in keeping with the reported 
experiences of others. This is based upon the 
fact that gallstones in the intestinal tract 
usually represent a complication of long-stand- 
ing biliary lithiasis. The mechanism respon- 
sible for this is the development of a fistulous 
tract between the gallbladder and adjacent 
viscera, viz: stomach, duodenum, jejunum, 
ileum or colon, which represents the end-stage 
of a process that was initiated by cholecystitis, 
stone formation and during an acute episode, 
eangrene of the gallbladder wall with perfora- 
tion into whatever adjacent structures have 
become involved in the inflammatory process. 
Rarely, a stone may ulcerate from the com- 
mon duct into an adjacent segment of bowel. 


Krequently, it is possible to elicit a history 
from patients in the older age group of long- 
standing gallbladder disease. Since it is con- 
ceivable that a stone may remain silent in the 
intestine for a long period of time, the ab- 
sence of such a history should not exclude the 
possibility of a gallstone as the culprit when 
a patient is seen in the acute obstruction 
phase. The episode of acute cholecystitis may 
have relieved itself by fistulous discharge of 
a gallstone but the incident may not be re- 
called by the patient. Accordingly, the pos- 
sibility of a gallstone type of intestinal ob- 
struction may not even remotely suggest it- 
self. Indeed, the practical importance of a 
diagnosis in these cases revolves not nearly 
so much on the etiology as upon the early and 
accurate recognition of the obstruction itself. 
That it is more than of mere academic inter- 
est, however, is illustrated by Case I in which 
a Cantor tube was employed for a brief period 
before surgery was undertaken. If the under- 
lving cause of the obstruction could have been 
established earlier, there would have been no 
delay in attacking the specific nature of the 
obstruction. 


That pre-operative diagnosis is possible in 
a certain percentage of cases is illustrated 
again by Case I and Case III. Wagensteen 


reports, that as their awareness of the possi- 
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bility has increased, their accuracy of pre- 
operative recoguition has progressively risen. 

The clinical picture of intestinal obstruction 
caused by gallstones is essentially that of ob- 
struction produced by other factors such as 
inflammatory bands, ete. The sequence of re- 
current, crampy, colicky pains, nausea, vomit- 
ing, visible peristalsis and the detection of an 
intestinal pattern is the classical finding im 
small bowel obstruction and was noted in all 
of the 3 cases to be described. It is only when 
a scout film of the abdomen reveals a shadow 
consistent in size and shape with a gallstone 
beyond the region of the gallbladder, that 
ones attention is attracted to it as a possible 
basis for the obstructive mechanism. Such an 
observation was made in the Ist and 3rd eases 
reported herewith. This finding is all the 
more significant when from a comparison of 
films it is noted that an opacity has moved to 
another location. This change of position was 
also noted in Cases I and III. 

In 2 of the cases to be presented, an inei- 
dental finding further complicated the prob- 
lem of aseribing a cause for the obstruction. 
The complicating factor was the discovery of 
a femoral hernia and in each case, naturally, 
the incision was planned on the hypothesis 
that the incarcerated femoral hernia was re- 
sponsible for the obstruction. It seems worth- 
while reemphasizing, as illustrated in Case 
II, that the inguinal approach to incarcerated 
or strangulated femoral hernia has a great 
deal in its favor. While it has been recom- 
mended chiefly because of the ease and safety 
with which intestinal resection can be carried 
out, if necessary, it is apparent that it has 
other advantages, viz: the accessibility to the 
free peritoneal cavity in the case of a mis- 
taken diagnosis. 

The foregoing comments have been sug- 
gested by the experience provided by the fol- 
lowing three cases: 

Case I. E.E.A., a 63 vear old white fe- 
male, admitted to the hospital 3-30-50 with 
a history of vomiting, abdominal ‘‘swelling”’ 
and ecrampy abdominal pains beginning in the 
lateral portions of both upper abdominal 
quadrants, referred to the midline and per- 
sistent since their onset 3 days prior to ad- 
She had no bowel movements and 
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did not expel any flatus since the onset of her 
symptoms. 

Past history revealed no change in_ bowel 
habits, diarrhea, tarry stools or weight loss. 
No intolerance to specific foods was elicited 
although ‘*‘many years ago’’ she had had an 
episode of pain similar to her present com- 
plaints which had spontaneously subsided. 

Physical examination revealed an obese 
white female in no apparent distress although 
evidence of dehydration was present. Heart 
and lungs were essentially normal. The abdo- 
men, although diffieult to examine because of 
the patient's obesity, was thought to be slight- 
ly distended and tympanitic to percussion. 
Peristalsis was high pitched and hyperactive. 
No organs or masses were palpable. The ab- 
dominal orifices were negative for herniae. 
Pelvie and rectal examination was negative. 
T-101 P- 88 R- 20. The impression after 
examination, was that the patient had a low- 
grade incomplete intestinal obstruction. Ab- 
dominal flat-plate revealed a ‘‘gas pattern in 
the intestinal tract indicative of an obstructed 
small intestine. The amount of dilated loops 
indicate presumptively that the obstruction 
is in the ileum... the colon shows no obstrue- 
tive signs. <A ealeulus in the upper right 
quadrant is indicated well out to the lateral 
side and may be biliary or it may be a ealei- 
A Cantor 
tube was passed and intravenous fluids were 
started, 

Admission chemistries were essentially with- 


fication of the costal cartilages. 


in normal limits except for a B.U.N. of 27 
mgms.‘;. On the second hospital day the 
abdomen was softer and an abdominal X-ray 
showed **. . . Cantor tube which has gone 
through the stomach, duodenum and has ap- 
parently passed into the ileum... but 

has not traversed the obstructed portion of 
the small intestine.’’ 

With apparent improvement in the pa- 
tient ’s condition, the Cantor tube was removed 
und the patient allowed fluids by mouth. 
Prompt return of crampy abdominal pains 
and vomiting required re-intubation. 

On the fifth hospital day, after a review 
of the previous abdominal films, it was decided 
that exploration was indicated and that the 
mechanism might be attributed to an obstruct- 
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ing calculus. At the mid-portion of the ileum 
an impacted gallstone was found and removed 
by enterotomy. The biliary was 
oval-shaped, dark-brown in color, friable and 
measured 2.5 x 4 x 3 ems. 

The patient’s post-operative course was sat- 
isfactory, complicated only by a_ transient 
cystitis and she was discharged on 4-23-50. 

Case Il. H.J.T., an 83 year old white fe- 
male, was readmitted to the hospital 7-3-51 
alter a previous admission on 6-22-51 for 
stabilization of her diabetes. During her first 
hospital admission a gastrointestinal survey 
was done for some vague digestive complaints 
and was reported as normal. Two days prior 
to her second admission she developed crampy 
abdominal pains shortly after her evening 
meal. The pains subsided gradually during 
the course of the evening but reappeared the 
next morning alter breakfast accompanied by 
nausea and vomiting. Again the pains sub- 
sided with no treatment but the nausea per- 
The next morning the patient was 
admitted, 

Examination of the patient revealed a 
slender, aged white female in no apparent 
T- 97.6 P-106 R- 16. Heart and 
lungs were negative for pathology.  B.P. 
110/80. 

Abdominal examination revealed a_ slight 
distention with a faint, small bowel pattern. 
Peristalsis was hyperactive. No masses could 
be palpated and the examiner could elicit no 
ubdominal tenderness. In the right femoral 
canal an irreducible, slightly tender tumefac- 
tion was noted measuring approximately 3 x 
2x 2ems. A provisional diagnosis of small 
intestinal obstruction due to an inearecerated 
femoral hernia was made. The patient was 
intubated, Wangersteen suction instituted and 
parenteral fluids started. 

The next morning gentle palpation of the 
tumetaction in the right femoral canal elicited 
nausea and local pai. Since no regression 
of the patient’s symptoms or local pathology 
had occurred, operative intervention was 
deemed advisible. Exploration of the sup- 
posed incarcerated femoral hernia was done 
through the right inguinal eanal. ‘‘Upon 
entering the free peritoneal cavity, a moder- 
ate amount of free fluid was noted. As an 
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attempt was made to enter the ring leading 
to the femoral hernia sac, it was found that 
the ring would barely admit the tip of the 
little finger, so that it was apparent that the 
small intestinal pattern noted prior to opera- 
tion, had not been produced by incarceration 
of a loop of small bowel in the femoral hernia 
sac. The latter was distended, edematous and 
likewise contained free fluid but merely 
secondary to the general peritoneal reaction. 
In view of these findings it was realized that 
search must be made for the site of the ob- 
struction within the free peritoneal eavity. 
This was quickly located as a mass was felt 
within a lop of small bowel and when this 
was delivered, it was found to consist of an 
impacted gallstone. This stone was about 7 
ems. in length and in diameter exactly con- 
formed to the lumen of the small intestine. 
It was easily delivered through an incision 
made along the anti-mesenteric margin of the 
small bowel. There was no evidence of eir- 
culatory change in the intestine and the seg- 
ment proximal to the impacted stone was only 
moderately distended. ”’ 

The patient’s post-operative course was es- 
sentially satisfactory and she was discharged 
on 7-21-51. Subsequent x-ray examination of 
the stone removed showed it to be non-opaque. 

Case III. M.E.B., a 76 year old white 
female was admitted to the surgical service 
on 8-17-51 with a history of abdominal pain 
associated with recurrent nausea and vomit- 
ing which started on 8-13-51 with a dull pain 
in the epigastrium followed by the repeated 
regurgitations. Her symptoms gradually in- 
creased in intensity until about midnight 
8-16-51 when following a particularly severe 
episode of vomiting she obtained relief. Short- 
ly afterwards the patient was admitted to 
the hospital with a provisional diagnosis of 
intestinal obstruction—etiology undetermin- 
ed. 

Examination revealed an aged, obese white 
female in no apparent distress. T-97, P-87, 
R- 22, BP 140/75. 

The most significant findings were limited 
to the abdomen which was slightly distended 
and tympanitie on percussion. There was 


moderate tenderness and musele guarding in 
the right upper quadrant extending into the 
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epigastrium. No palpable masses were de- 
tected. The abdominal orifices were examined 
und considered negative. 

The past medical history of the patient was 
significant in that apparently she had chronic 
gall bladder disease with its attendant symp- 
toms and in addition was in early congestive 
failure. The patient was intubated and par- 
enteral fluids were started. 

Admission studies revealed the following: 
Rbe 4.49, Heb 14.5, Whe 19,000, 80° seg. 
neutrophiles, 16% non segs, 16% lymphocytes, 
3% monocytes. Urinalysis showed a slight 
trace of albumin and a 2 plus sugar reaction 
(attributed to intravenous glucose.)  CO2- 
69°, BUN 35.5, plasma chlorides 580. Sodium 
146 =milliequivalents, potassium 3.6 milli- 
equivalents. 

Because of the ‘‘coffee-like’’ character of 
the vomitus and the impression of the surgeon 
that a pyloric obstruction was the pathology, 
an upper gastro-intestinal survey was done. 
The examination was unsatistactory because 
of retained debris in the stomach. However, 
passage of an appreciable amount of barium 
through the pylorus ruled out the possibility 
of pyloric obstruction. The barium was then 
aspirated as completely as possible. Although 
drainage of intestinal contents was consid- 
ered satisfactory the abdomen became more 
diffusely tender and the distension more 
prominent. On 8-20-51 the drainage was dis- 
tinetly feculent. On 8-21-51, four days after 
admission, a right femoral hernia was dis- 
covered which had previously not been pres- 
ent. With this apparent explanation of the 
patient’s symptoms, exploration of the femor- 
al canal was done under local anesthesia. The 
operative note indicated that there was some 
question as to whether this accounted for the 
apparent intestinal obstruction. ‘*There was 
a large femoral hernia sae present with a 
large amount of incarcerated omentum with- 
in. It was noted that this omentum was not 
particularly indurated or edematous and ap- 
parently had had only a brief residence within 
the hernia sae.’’ The hernia sae was obliter- 
ated and a MeVey hernioplasty carried out. 

Post-operatively the patient continued to 
vomit and the distension persisted although 
intestinal intubation was considered satisfae- 
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tory. Repeat abdominal x-rays on 8-23-51 
were done with the following comment. ‘*A 
complete review of all the films taken, sug- 
gests the appearance of a large calculus seen 
about the level of L2 on 8-17-51 immediately 
adjacent to the duodenal cap. In the film 
taken on 8-23-51... this calculus is not reeog- 
nized in the same ousitlen, On 8-23-51 there 
is a shadow in the left plevis which is very 
close in appearance to the ring-like shadow 
in the right upper abdomen on 8-17-51. It 
is possible that this patient has had a rupture 
of the gall bladder ... also... that a fistula 
may have tormed betwen the gall bladder 
and intestinal tract and the stone may be in 
the terminal ileum.’ 

Qn 8-25-51 re-exploration revealed an im- 
pacted gall blader stone about two feet from 
the ileo-caecal valve. Examination of the 
small bowel proximal and distal to the stone 
revealed no evidence of secondary stones. A 
vertical enterotomy incision was made, the 
stone removed and the enterotomy wound 
closed at right angles to the line of initial 
incision. 

The patient’s subsequent post operative 
course was more satisfactory, complicated 
only by a slowly subsiding ileus and a super- 
ficial thrombophlebitis of the right leg. On 
9-10-51 the patient was discharged completely 
asymptomatic. 

SUMMARY 
1. Three cases of acute small bowel obstrue- 
tion due to an impacted gallstone have 
been presented. 


le 


(‘o-existing femoral hernia was present in 

two of the eases which prompted opera- 

tion on the assumption that the hernia was 
the cause of the obstruction. 

3. Evidence is presented of the advantage 
of the inguinal approach to an inearcerat- 
ed femoral hernia. 

4. X-ray diagnosis of intestinal obstruction 
due to gallstone impaction was possible in 
2 cases. Occasional eases may be en- 

countered where the stone may be non- 

opaque as illustrated in Case IT. 
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BRONCHIAL ADENOMA 
J. W. Apsiss, M. B.,* 
Wilmington, Del. 


The type of lung tumor known as bronchial 
adenoma has been recognized for many years, 
having been deseribed originally by Mueller! 
in 1882. Krom that time, until some 15 years 
ago, this type of lung tumor received secant 
attention in the literature, probably owing to 
the difficulties in its diagnosis, but with the 
advent of radical surgery in the treatment 
of bronchogenic carcinoma, bronchial adeno- 
mas have been more readily recognized, until 
at the present time they form in some series 
the second most common type of lung tumor, 
and are the best common type of benign 
bronehial tumors. Their recognition is the 
most important because of the favorable out- 
look following adequate surgical removal. 

PATHOLOGY 

The tumor oceurs most commonly in young 
adults, more often in women than in men in 
a proportion of roughly 3:1. Usually the site 
of origin is in the larger bronchi close to the 
hilus of the lung, and it seems likely that the 
bronchial glands, whieh are seromuecous in 
tvpe are the structures giving rise to adeno- 
mas. The tumor may be purely endobronehial, 
lving in the bronchial lumen and attached to 
the wall by either a thin pedicle or a broad 
base, or it may be partly endobronehial and 
partly extrabronechial. In the latter case, the 
main mass of the tumor may be concealed in 
the lung substance with only a small part 
lving in the bronchial lumen, giving the so- 
called iceberg effect. The tumors are usually 
well defined, rounded or lobulated masses vary- 
ing trom 2 to 4 em. in diameter, having a firm 
consistency and a pinkish-white color. Micro- 
scopically the structure varies from tumor to 
tumor, but is very uniform for any one par- 
ticular specimen. Usually the stuecture con- 
sists of cuboidal cells with deeply staining 
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nuclei aranged in columns, masses, or an 
ucinar pattern, lving in a very vascular con- 
nective tissue stroma. Mitotic figures are not 
seen. The tumors grow expansively and the 
endobronehial portion is usually covered by a 
laver of bronchial epithelium, but within the 
lung substance some infiltration may be seen. 
The great majority of bronchial adenomas are 
benign tumors, but oceasional cases show 
metastases. These may be either to the re- 
gional lymph nodes, or as in a case described 
by Willis?, to subeutaneous tissues, bones, 
lungs, and liver. Although metastasis is un- 
common, the fact that it does undoubtedly 
occur indieates that surgical resection is prob- 
ably the treatment of choice. 
CLINICAL FEATURES 

Clinically, the patient may have only vague 
symptoms such as repeated colds, but there 
is often cough, and in many eases this is as- 
sociated with hemoptysis. These symptoms 
may lead the physician to suspect tuberculosis 
or bronchogenic carcinoma, and occasionally 
there is a considerable lapse of time before 
the true diagnosis is established. Physical 
signs may be absent or slight, depending on 
the amount of blockage produced in the af- 
fected bronchus. 

DIAGNOSIS 

Plain x-rays of the chest may show 
atelectasis of the lung, but if occlusion of the 
bronchus has not occurred, the x-ray findings 
may be negative. In the latter case, bronch- 
ography may be of assistance in showing a 
filling defect in the bronchial outline. Diag- 
nosis is usualy established by bronchoscopy, 
since in the great majority of cases the tumor 
ean be readily seen and a biopsy taken. Fre- 
quently there is considerable bleeding when 
the tumor is incised, owing to its great vascu- 
larity, and this bleeding may cause the 
bronchoscopist considerable difficulty, al- 
though it usually ceases rapidly. 

TREATMENT 

As mentioned earlier, lung resection, either 
lobectomy or pneumonectomy, is now consid- 
ered the treatment of choice in this type of 
tumor. Some clinics, however, practice local 
removal of the tumor through a bronchoscope, 
this method, however, is only possible when 
the growth is entirely endobronechial, and 
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even then, local recurrence may occur. Fur- 
thermore, local removal by this route may 
prove difficult if not impossible owing to 
bleeding when the tumor is incised. 

Case History 

Some of the points mentioned above are 
well demonstrated by the following case. 

The patient, a colored female, aged 38 years, 
was admitted to the hospital with a history 
of having coughed up some blood six weeks 
previously. Four weeks prior to admission 
she developed a persistent cough and ‘‘ecold”’ 
which failed to clear up. On occasion she 
noticed that the sputum was _ blood-stained. 
She had had no weight loss and no night 
sweats. Physical examination did not reveal 
any abnormalities. X-ray of the chest re- 
vealed some change in the right main 
bronchus and lower lobe bronehial distribu- 
tion, suggesting bronchiectasis. broncho- 
scopic examination was carried out, and this 
revealed a pedunculated lesion almost com- 
pletely obstructing the lumen of the right 
main bronchus. On cutting into the lesion 
to obtain biopsy material, there was profuse 
hemorrhage. Microscopic examination of the 
material removed revealed a tumor composed 
of small, uniform, deeply staining cells ar- 
ranged in cords, and showing an attempt at 
acinar formation, these cells lying in a vas- 
cular connective tissue stroma. No mitotic 
figures were seen. The diagnosis was ade- 
noma of the bronchus. 

The patient was discharged, and after six 
weeks was readmitted to the hospital. Dur- 
ing the interval she had continued to have 
blood-stained sputum. On _ this admission, 
since the tumor was peduneulated and ap- 
parently entirely endobronchial in situation, 
an attempt to remove it at bronchoscopy was 
carried out. Owing to profuse bleeding, how- 
ever, the operation had to be abandoned when 
only a small fragment of tumor had been 
removed. 

Subsequently, the patient continued to 
cough up blood-stained sputum, and it was 
decided to perform radical surgery with re- 
moval of the affected lobe of the lung. The 
chest was opened and the right middle lobe 
of the lung was found to be collapsed and 
presented as an abscess cavity. A tumor mass 
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arose from the bronchus intermedius and was 
also attached to the origin of the upper lobe 
bronchus. Because of this a pneumonectomy 
had to be performed, since a lobectomy would 
not have resulted in adequate resection of the 
tumor. Several bronchial lymph nodes were 
removed for histological study at the same 
time. Pathological examination showed a 
similar picture to that seen in the biopsy 
material, and no lymph node metastases were 
four 1. 

The patient made a good recovery from 
her operation and the future outlook m her 
“ase is excellent. 

SUMMARY 

The main features of bronchial adenoma 
are briefly described and a typieal ease his- 
tory is presented. 
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PELVIC EVISCERATION 
With Construction of New Bladder 
in One Stage 
A Case Report 
Wilmington, Del. 

There are many facets to the problem 
of the control of cancer. Undoubtedly, the 
most important of these is early detection, 
early diagnosis, and early and efficient treat- 
ment. However, the accomplishment of this 
ideal lies somewhere in the unforeseeable 
future. Accordingly, physicians and surgeons 
will be faced, for some time to come, with 
the problem of treating advanced cancer. 
There is no question that we toil on marginal 
soil with this group of patients. Neverthe- 
less, it is our obligation to do all we ean for 
the sick, however advanced the stage of the 
disease at the time they present themselves. 

There are many who vehemently oppose 
pelvie evisceration on the grounds that so 
few ean be salvaged even after such massive 
and mutilating surgery ; that life is not worth 
living even if the eancer is eradicated; and 
that it is preferable to sedate the victims as 
best we can and reconcile ourselves to the 

In answer to these earnest criticisms it can 


*Associate in Surgery, Memorial Hospital. 


be said that, though there are no published 
five year survival rates, the evidence at hand 
leaves little doubt that people who survive 
the procedure without untoward compliea- 
tions, live in far better health and well-being 
than those who are abandoned without defini- 
tive treatment. Also, that here in Delaware 
and immediately adjacent areas, there are 
several women who are living outwardly 
normal lives, doing all their own housework, 
and caring for their families, after having 
submitted to pelvie evisceration. 

Since most untreated cases pass their last 
lingering days in terminal care institutions 
(even the most devoted families usually ean- 
not carry the burden to the end) many 
physicians are not aware of the agony of in- 
tractable pain, foul slough, and reeurrent 
hemorrhages which at first terrify the patient 
but later become her hope of prompt delivery 
from her suffering. 

One need but observe one or two of these 
to be strongly influenced that any opera- 
tion, no matter how mutilating, is worthwhile, 
if it offers hope for cure. If clinical indiea- 
tions are that the operation offers no faint 
ray of hope of removal of all of the cancer, 
then, in my personal opinion, the operation 
is definitely contraindicated, for prompt re- 
currence is inevitable and the same gruesome 
terminal course will most likely ensue. The 
main clinical contraindications are the pres- 
ence of demonstrable distant metastases and 
fixation of the local tumor growth to the pelvie 
wall. The presence of persistent pain along 
the obturator nerve distribution strongly sug- 
vests the latter. 

The formidable procedure of pelvie eviscer- 
ation received its impetus in this country 
from the work of Brunschwig, who demon- 
strated its technical feasibility. Many others 
have done much to advance our knowledge of 
the technical, biochemical, and physiologic 
problems of the operation and its most diffi- 
cult and harrowing post-operative course. 

In its widest application the operation en- 
tails the excision of the bladder and lower 
ureters, the rectum, the entire internal and 
external genitalia, the hypo-gastric vessels, 
and, of course, all the lymphatic tissue of the 
pelvis including the obturator nodes. There 
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are many variants in the management of the 

stumps of the ureters and sigmoid colon. To 

mention several, there are: 

1. implantation of the ureters into the 
distal colon, with terminal sigmoid 
colostomy (the ‘‘wet colostomy’’). 

2. implantation of the ureters into the 
distal colon with terminal- sigmoid 
colostomy and proximal colostomy to 
divert the feeal stream from the new 
urinary receptacle. 

3. bilateral cutaneous ureterostomies and 
terminal colostomy. 

4. implantation of the ureters into an iso- 
lated segment of ileum and terminal 
sigmoid colostomy. 

5. implantation of the ureters into a new 
bladder constructed of the ascending 
colon using the terminal ileum as the 
new urethra and re-establishing intestin- 
al continuity by ileo-transverse colos- 
tomy; terminal sigmoid colostomy. 

Of these five methods, all but the last requires 

some form of bag or prosthesis to function 

as an external artificial receptacle of excreta. 

The principle of pelvic evisceration has been 

applied in almost all fields of surgery which 

deal with organs located in the pelvis. How- 
ever, the experience gained locally with this 
operation has been predominantly with cervix 
cancer, and most particularly with recurrent 
cervix cancer. In cervix cancer recurrent 
after radio-therapy it is almost universal 
experience that a repeated course of x-ray or 
radium is worse than useless. The cells com- 
prising the recurrent cancer are decendants 
of those cells which have already proven 
themselves to be radio-resistant. In addition, 
since the initial course of therapy of neces- 
sity produced damage to adjacent bladder and 
rectum, a second course is especially likely 
to produce irreversible damage with radiation 
cystitis and factitial proctitis which are often 

exceedingly difficult to treat successfully. A 

good number of these go even further to pro- 

duce radio-necrosis with the appearance of 
vesico-vaginal and recto-vaginal fistulas. 

The choice remaining, therefore, is between 

doing nothing definitive or offering the pa- 

tient pelvie evisceration. To those who choose 
the latter, it is our duty to explore every 
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means which will reduce to a minimum the 
necessary distortion of human anatomy and 
physiology which this operation entails. It 
was with this in mind that the procedure to 
be briefly described below was utilized. 
Though there are, as was previously mention- 
ed, several patients who are doing very well 
with ‘‘wet colostomies’’, it was hoped that 
this procedure would offer something better. 
Thus far, I believe, the hope has been fulfilled. 


CasE REPORT 

L. C., a 33-year-old colored female was first 
seen on May 10, 1950 with the chief complaint 
of vaginal spotting for 3-4 days after menses 
for one year. There had been no post-coital 
bleeding. About one month prior to being 
seen in the Carpenter Memorial Clinic, she 
had been examined by her physician, who ob- 
tained a vaginal smear which was reported 
as positive for cancer. 

Her past history revealed that for 5 years 
she had had repeated bouts of LLQ abdominal 
pain, relieved by the administration,of peni- 
cillin. She had also been treated for lues. 

Qn physical examination there was noted 
‘‘on the anterior lip of the cervix, from the 
external os, extending almost to the periphery 
but not quite, an irregular but nonulcerated 
lesion approximately 2 ems. in diameter, the 
nature of which is uncertain. Multiple 
biopsies were obtained from this area.’’ 

The biopsy was reported as showing squam- 
ous cell carcinoma of the cervix, Grade LV. 

Because of the limited physical extent of 
her lesion it was felt that external irradia- 
tion was not necessary and she was treated 
with intra-cavitary radium alone for a total 
dose of 4800 mgm. hours in June 1950. 

Following this the patient had marked local 
reaction with slough and purulent discharge 
which persisted over a long period of time. 
She was treated both as an in-patient and 
out-patient with various douches, debride- 
ments, dilatations, penicillin, ete., and six 
months following radium treatment appear- 
ed to be considerably better. However, a 
slough lined crater was still present and the 
patient would bleed occasionally. Though the 
possibility of recurrent or residual disease was 
constantly kept in mind it was not until Mareh 
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1951 that the third of a series of biopsies was 
reported as positive for carcinoma. 

Induration of the left parametrium had 
been present all along which, of course, we 
could not be certain was inflammatory or 
malignant. 

Admission to the hospital was arranged for 
study and preparation for surgery. Since this 
patient was young, very thin, and in general- 
ly excellent condition aside from her local 
lesion, she represented the ideal type to sub- 
ject to this prolonged procedure. Previous 
unhappy experience with the same operation, 
proposed to be done in stages, in an obese pa- 
tient, had convinced me that obesity is an 
extremely serious obstacle because of the al- 
most insurmountable technical difficulties it 
presents. 

On May 3, 1951 operation was performed 
under endotracheal cyclopropane anesthesia, 
supplemented with sodium pentothal and 
The operation performed was pelvic 
evisceration, construction of a new bladder 
from the right colon, ureteral implantation 


ceurare. 


into the new bladder with ileostomy, ileo- 
transverse colostomy, sigmoid endecolostomy, 
and radical vulvo-vaginectomy. 

Findings: There was no evidence of in- 
filtration or metastatic deposits in either lobe of 
the liver. Both kidneys were normal to palpa- 
tion. Neither ureter was distended. There 
was marked hyperemia of the pelvie organs 
including the bladder, uterus, and lower sig- 
moid segment, presumably secondary to rad- 
iation and intlammation. Slight touch with 
vauze produced a marked amount of oozing 
from the serosal surfaces of these organs. The 
tubes and ovaries were bound down with ad- 
hesions as if secondary to previous pelvic in- 
flammatory disease which had perhaps been 
provoked by radiation. Both parametria were 
thickened, the left more so than the right, 
though neither was fixed to the lateral pelvie 
wall. The entire colon was packed with soft 
fecal matter, despite the fact that the patient 
had had high colonie irrigations fot 5 days 
and aureomycin orally in high dosage for a 
week. 

There were numerous nodes palpable along 
the iliae vessels and the aorta as high as could 
be palpated. They were also present in the 
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meso-ileum. Apparently, since the patient was 
very thin, the lymph nodes were more readily 
However, because of 
the possibility that these represented metasta- 
tic deposits, a biopsy was taken of a lymph 
node just above the bifureation of the aorta. 
This was sectioned and grossly appeared to 
be uninvolved by tumor. 


discernible than usual. 


There were no visible plaques of tumor any- 
where. 

Technique: A modified Cheney incision 
was made in a curve from one anterior super- 
ior iliae spine to the other with the convexity 
downward. The musculo-fascial structures of 
the abdominal wall were divided in the course 
of their fibers or transected as indicated. Ex- 
ploration was carried out and the above find- 
ings noted. An incision was made along the 
white line of peritoneal reflection and the 
right side of the colon mobilized up to just 
bevond the hepatie flexure. The transverse 
colon was divided at this point and both ends 
turned in. The terminal ileum was divided 
about 12 inches from the ileo-ceeal valve and 
side-to- 
side ileo-transverse colostomy was then done. 


the proximal stump turned in. 


The mesentery of the isolated segment of 
terminal ileum and right colon was then eare- 
fully ineised until the base at the ileo-colie 
artery and vein was reached. Extreme care 
was taken to preserve these vessels. Bringing 
the isolated colon and attached segment of 
terminal ileum into the lower abdomen and 
pelvis could then easily be done without pro- 
ducing any tension or kinking of the main 
ileo-colie vessels. 

The impacted feces in the right colon were 
then removed by irrigation through the term- 
inal ileum with a solution of half strength 
hydrogen peroxide. This was continued until 
all fecal matter was washed out and returns 
were clear. 

The ureters were easily identified by palpat- 
ing the pelvie wall and identifying the in- 
dwelling catheters. They were transected 
about 214 inches below the level of the sacral 
promontory and the catheters brought out and 
permitted to drain over the sides into test 
tubes. It was felt that if the ureters were 
implanted into the right colon at this point 
in the operation, the presence of the right 
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colon in the lower abdomen would interfere 
with exposure and visualization in the pelvis, 
so this was deferred until later. 

Attention was then directed to the pelvie 
evisceration proper. The superior hemorr- 
hoidal vessels were identified, ligated, and 
severed. The sigmoid colon was divided be- 
tween clamps. The distal sigmoid, rectum, 
lower ureters, bladder, uterus, adnexae, and 
parametria were then dissected en bloc. In- 
cluded also, was the lymphatic tissue, begin- 
ning at the bifureation of the aorta and con- 
tinued along the external iliae vessels. The 
obturator nodes and nerves, the hypo-gastrie 
arteries and veins with their intra-pelvie 
tributaries were also included. The dissee- 
tion was carried down to the muscular pelvic 
floor at the level of the levators. This entire 
mass of tissue was displaced down into the 
pelvis and attention again directed to recon- 
struction of the new urinary system. 

The catheters were removed the 
ureters. The isolated right colon and terminal 
ileum were brought down to the level of the 
sacral promontory and positioned so that the 
ileo-cecal valve faced anteriorly. The ureters 
were then implanted into the right colon by 
the Coffey 1 technic; the right ureter being 
implanted first. The new bladder thus form- 
ed of the right colon was sutured transversely 
to the posterior abdominal wall with a few 
interrupted sutures. The attached segment 
of terminal ileum was brought out near the 
right lateral angle of the incision, henceforth 
to serve as the new urethra. The sigmoid was 
brought out near the left lateral angle of the 
incision as a terminal colostomy. The pelvic 
floor was peritonealized, the new bladder serv- 
ing to fill much of the detect. Two medium- 
sized cigarette drains were placed down at 
either end of the new bladder and brought 
out through the incision. The incision was 
closed in layers with interrupted sutures 
throughout. A Foley catheter was introduced 
into the new bladder. A dry dressing was 
applied. 

The patient was placed in the lithotomy 
position and prepared and draped. An ellip- 
tical incision was made from the mons veneris 
to the cocyx, including the e¢litoris, labia- 


minora, labia majora, and anus. The isehio- 
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rectal fat was also included. The muscles of 
the pelvic floor were divided high. The dis- 
section was carried up behind the pubis and 
anterior to the coeeyx and the specimen, in- 
cluding the entire vagina and external geni- 
talia, was delivered from below. The perineal 
dissection presented little difficulty and took 
about 20 minutes. Hemostasis was then check- 
ed and secured by clamp and ligature. The 
huge cavity resulting was lined with large 
sheets of Gelfoam and then packed with 4 ineh 
wide dry gauze. The perineal skin was par- 
tially closed with interrupted sutures. 

The procedure took about 10 hours to com- 
plete. Ten pints of whole blood were given 
intravenously. It was estimated that this was 
considerably in excess of the blood loss. How- 
ever, since considerable oozing of blood and 
serum from the pelvie defect could be expect- 
ed for several days, it was felt that the ex- 
cess blood, if any, would be a valuable re- 
serve. The next morning the blood count re- 
vealed 3.79 million r.b.e. and 11.5 gms. Hbg. 

The patient tolerated the procedure very 
well and at no time gave evidence of a fall of 
blood pressure to a degree which would eause 
alarm, 

Pathologie examination of the specimen re- 
vealed that the dissection was wide of tumor 
and that the lymph nodes were negative. Post- 
operatively the patient did quite well although 
her initial urine output was seant and the 
BUN rose to 52. Because of the perineal pack- 
ing and sutures she had a fair amount of 
perineal pain. On the 20th post-operative day 
her BUN was normal and so were her other 
chemistries. 

At first it was expected that the patient 
would catheterize herself as needed, but this 
did not work out too well, partly because of 
partial prolapse of the terminal ileum serv- 
ing as the urethra. Accordingly, a Foley 
catheter was inserted into the new bladder and 
the patient opens it when she feels a sense of 
distention. She does not leak urine except 
when the catheter becomes plugged with 
mucous. The sigmoid colostomy discharges 
feces once or twice daily and, rather curious- 
ly, the patient has ample warning of the event 
to repair to the toilet. She irrigates the ecolos- 
tomy about once every 2-3 weeks. 
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She appears quite satisfied and content with 
the arrangement. It should be noted that, 
aside from the Foley catheter, which is ocea- 
sionally changed by her personal physician, 
she wears no colostomy bag or other torm of 
prosthesis, a patch of gauze over the sigmoid 


colostomy being adequate protection.  Be- 
sides the convenience of such an arrange- 
ment, there is an economic factor, for the cost 
of replacing Reutzen bags and buying the 
necessary rubber cement is not insignificant in 
lower income groups. 

On August 8, 1951 the following laboratory 
data were reported: Hbg. 12.5 gems., RBC. 
4.06 million, WBC 5,300, Plasma CO, 55.1 
volumes ©¢, Plasma chlorides 590 mgms. 

Since the patient will retains her libido an 
attempt was made to skin graft the remaining 
pelvic defect to form a pseudo-vagina. Be- 
sides the patient's desire on this score, it was 
considered worthwhile since it would reduce 
the healing time and provide an orifice for 
follow-up examinations. Only a_ partial 
‘*take’’ of the graft was obtained and the ulti- 
mate result is still questionable. 

SUMMARY 

1. The philosophy and medical evidence 
supporting the principle of pelvie eviscera- 
tion is discussed. 

2. A case report of a patient subjected to 
this procedure with construction of a substi- 
tute urinary bladder and urethra in one stage 
is submitted. 

3. A brief 4 month follow-up report is 
included. At the time of the writing the pa- 
tient is clinically free of reeurrence and states 
that she feels ‘*much better’’ than she did 
before the operation. 
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NODULAR GOITER WITH BILATERAL 
MALIGNANT ADENOMATA 
In A Nineteen-Year-Old Male 
Epwin A. MEKANIK, M. D.,* 
and 
Davis A. Barz, M. D.,** 
Wilmington, Del. 
A disturbing surgical problem that has not 
received the attention we feel it warrants, 


*Asst. Resident in Surgery, Memorial Hospital. 
**Chief Resident in Surgery, Memorial Hospital. 


1951 


occurred recently in this hospital and has 
prompted the following case presentation. 
Two cases of carcinoma of the thyroid in 
young individuals have comparatively recent- 
lv been observed. The more recent occurred 
in a 19-vear-old white male, a deaf mute, who 
was admitted to the surgical ward service on 
8-13-51 complaining of a ‘‘swelling’’ in his 
neck of at least 15 years’ duration. He had 
been relatively asymptomatic until about six 
months before his admission when he noticed 
a progressive dysphagia associated with grad- 
ually increasing exertional dyspnea, palpita- 
tion, and almost constant headaches. In the 
month prior to his admission he had noticed 
a gradual diffuse enlargement of his thyroid 
gland. His past medical history was essen- 
tially non-contributory. Systemic review re- 
vealed only the above noted symptoms. 
Examination showed a well developed young 
white male in no apparent distress. His 
temperature was 99.4, pulse 86, respiration 
18. Eyes, ears, nose and throat were normal, 
chest clear to auscultation and percussion. 
Auscultation of the heart revealed a_ soft, 
systolic murmur at the base. Blood pressure 
was 120/86. Abdominal examination was nega- 
tive. The principle findings were limited to 
the neck where a diffuse enlargement of the 
thyroid gland was present—the right more 
than the left, with a palpable diffuse lobula- 
tion over the isthmus measuring 7 ems. in 
diameter. A palpable bruit was present. No 
nodes were palpated in either side of the neck. 
It was the impression of the examiner that 
substernal extension was probably present. 
A BMR was reported as -5. The serology was 
negative—Rbe 4.73, Heb 14.5, Whe 9,250 with 
segmented neutrophiles, 39° nonsegs, 
3°— monocytes and 1 esosinophile. The urine 
Was within normal limits. Chest x-ray re- 
vealed a mediastinum normal in width and 
showed no evidence of a mass lesion extend- 
ing down from the neck. The lung fields 
were clear and the heart shadow was normal 
in size and shape. The prevailing impression 
was that the patient had a non-toxic diffuse 
nodular goitre. On 8-13-51 exploration of the 
neck was carried out (DAB) and the findings 
were noted as follows: ‘‘The right and left 
lobes were diffusely enlarged, smooth and 
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compressible, the right more than the left. 
The isthmus was replaced by a large smooth 
mass measuring 6 ems. in diameter.’’ 

A resection of the left lobe and isthmus and 
a right sub-total thyroidectomy was done. 
The pathological report was as_ follows: 
‘*Gross examination reveals excised thyroid 
tissue consisting of the whole of one lobe, the 
isthmus and what appears to be a portion of 
the other lobe—total weight 40 grams. On 
cut section the tissue has a pinkish color and 
is fairly dense in consistency and seattered 
in it are multiple small rounded nodules vary- 
ing from 5 mm. to 1 em. in diameter. The 
histological features present a variegated pat- 
tern. The thyroid tissue around the nodules 
noted in the gross is made up of normal ap- 
pearing acini. The nodular structures show 
a variety of architecture. Some are composed 
of small, closely packed acini containing col- 
loid; others, of acini contaiming no colloid; 
whilst in three of the nodules there is no ap- 
parent acinar structure, the cuboidal cells be- 
ing arranged in sheets. In these nodules the 
nuclei of the epithelial cells are deeply stain- 
ed. In addition, in these nodules the cells 
have infiltrated into the capsules surrounding 
them. No vein invasion can be made out, but 
at one point there is lymphatic extension. 
These nodules represent malignant adenomata 
of the thyroid gland.’’ 

Because of the difficulties entailed in re- 
exploration of the neck so soon post-opera- 
tively, the patient was discharged on 8-21-51 
after a satisfactory post-operative course and 
was again readmitted on 9-4-51. On 9-7-51 
a right radical neck dissection was done 
(DAB) ineluding the remaining right lobe 
of the thyroid. The post-operative course to 
date has been satistactory. The pathologist’s 
report on the second specimen was as follows: 
‘*The specimen reveals in the gross examina- 
tion, tissues from a radical neck dissection. 
Also accompanying the specimen is a rounded 
portion of thyroid tissue weighing 20 grams. 
Cut section of the thyroid tissue shows a large 
nodule lying within its substance which is 
apparently encapsulated and measures 1 em. 
in diameter. 

The nodule lying within the thyroid gland 
is made up of small thyroid acini, many of 
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which contain no colloid, together with acinar 
epithelial cells which are arranged in clumps 
showing no evidence of true acinar forma- 
tion. Around the nodule is an apparent cap- 
sule made up of thin fibrous tissue and the 
acinar cells are extending into this. No ven- 
ous or lymphatie invasion is seen. No para- 
thyroid tissue is seen. Sections of all the 
lymph nodes in the gross show a well marked 
sinus catarrh but no evidence of metastatic 
deposits. 

Diagnosis: Malignant adenoma of thyroid 
gland.”’ 

The patient is, at the time of this writing, 
fully recovered from his most recent opera- 
tion and is awaiting the contemplated left 
neck dissection. 

Although contributions by outstanding 
clinics to the current literature on thyroid 
disease have emphasized the importance of a 
more critical approach to the patient present- 
ing the discrete adenoma of the thyroid, none 
have discussed in any detail the more pressing 
problem cf extensive carcinoma involving all 
portions of the thyroid gland. This problem 
is even more pressing when it occurs in a 
young individual. Reports from the elinies 
having extensive experience have stressed the 
malignant potentialities of the solitary nodule 
in the thyroid gland. It has generally been 
accepted that a more inclusive operation, 
lobectomy, should be the procedure of choice 
when the adenoma is confined to one lobe and 
there is no clinical evidence of metastatic dis- 
ease beyond the gland. Difference of opinion 
does exist when, microscopically, malignant 
change is demonstrated in the adenomatous 
nodule. Some authorities have insisted on 
prophylactic neck dissection on the ipsilateral 
side even though evidence of capsule or vessel 
invasion is not present. Others feel that a 
‘*wateh and wait’’ policy is justified, especial- 
ly since contralateral spread is not infrequent. 
When spread of tumor beyond the confines 
of the adenoma is demonstrated, there is 
unanimity of opinion that radieal neck dis- 
section is a sine qua non, provided distant 
spread is not demonstrated. 

Although carcinoma in the multinodular 
thyroid has not received the attention recent- 
ly as has the solitary nodule, incidence of 
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earcinoma in the multinodular non-toxic 
gland is sufficient enough to warrant clin- 
ically the same index of suspicion. Cole, in a 
review of the incidence of carcinoma of the 
thyroid gland, found 9.8% occurring in the 
multinodular non-toxie gland. Coleock, in 
reviewing over 27,000 cases of thyroid disease 
seen at the Lahey Clinic, states that in their 
experience only 0.62% of multinodular 
eoiters were found to have carcinoma. Both 
authors agree that men with the disease are 
more likely to have malignant change pres- 
ent. When the disease occurs in a young in- 
dividual, the likelihood of malignant change 
being present is still more probable Kennedy 
found malignant disease present in 19.3% of 
62 children under the age of 14 and Ward in a 
smaller series found more than 40% of chil- 
dren under the age of 15 to have malignant 
disease present. A review of current and past 
literature indicates that all varieties of carei- 
noma have been found in children notwith- 
standing their youth. 

Malignaney in the thyroid gland has been 
conveniently classified by Warren into the 
following groups: 

Group | Low or Potential Malignaney 

1. Adenoma with Blood Vessel Inva- 
sion 
2. Papillary Cystadenoma with Blood 
Vessel Invasion 
Givoup Il Moderate Malignancy 
1. Papillary Adenocarcinoma 
2. Alveolar Adeno Carcinoma 
3. Hurthle Cell Adenocarcinoma 
Group IIL High Malignaney 
1. Small Cell Carcinoma (Carcinoma 
Simplex ) 
a. compact type 
bh. diffuse type 
2. Giant Cell Carcinoma 
3. Epidermoid Carcinoma 
4. Fibrosarcoma 
». Lymphoma 

Group I constitutes the largest group and 
includes the adenomas and papillary eyst- 
adenomas. If they show capsule or blood 
vessel invasion, grossly or microscopically, 
they are classified as malignant. Of these, 
the embryonal or fetal adenomas are most 
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prone to show this type of invasion. The de- 
gree of neoplastic activity is indicated by the 
usual criteria of mitoses, architectural dis- 
organization, and infiltration of surrounding 
tissues. Papillary cystadenocarcinomas aris- 
ing from so-called aberrant thyroid tissue are 
today generally considered to represent metas- 
tases from small non-palpable primary cyst- 
adenocarcinomas of the thyroid gland. 

Metastatic spread of the malignant adeno- 
mas and papillary cystadenocarcinomas oe- 
curs most frequently through blood vessel in- 
vasion. Papillary cystadenomas usually me- 
tastasize to the regional nodes first. These in- 
vasions may oecur slowly and metastases have 
been reported 5 vears after excision. If the 
thyroid is totally invaded, regional lymph 
node metastases will be bilateral. Lymphatic 
chaims along the larynx, trachea and external 
jugular vein are commonly invaded with later 
extension to the submaxillary, supraclavicular, 
mediastinal and retrosternal node areas. 

The moderately and highly malignant carei- 
nomas ((iroups Il and IIL) represent a much 
smaller group as a rule. The undifferentiat- 
ed carcinomas are characterized by rapid 
growth and early metastases. Primary fibro. 
sarcoma of the thyroid gland is very rare 
(ienerally, tumors of a high degree of malig: 
nancy show rapid and diffuse local invasion. 
Although regional lymph nodes, lungs, bone 
(claviele, skull, sternum) liver, kndneys and 
brain, in respective order, are mentioned as 
the most common sites of metastases, spread of 
tumor may involve the recurrent laryngeal and 
vagus nerves, subcutaneous” tissues, and 
muscles. The trachea and esophagus have al- 
so been invaded with subsequent edema and 
ulceration, 

In this particular case of thyroid carcinoma, 
the decision for the radieal approach was in- 
fluenced by several factors, the most impor- 
tant being the microscopic evidence of cap- 
sular and Ivwmphatie invasion. This, combin- 
ed with the incomplete removal of the right 
thyroid lobe, was adequate indication for a 
complete extirpation of all remaining thyroid 
tissue, overlying muscles, and all tissue in- 
cluded in a radical neck dissection. It was 
felt, moreover, that the left neck should also 
be completely dissected, since there was defi- 
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nite evidence of a similar degree of involve- 
ment in the left lobe. 

If the decision for radical treatment of this 
disease is made, an adequate operation must 
be earried out. This should always inelude 
the entive sternomastoid muscle, internal jug- 
ular vein, and all the fatty areolar and lym- 
phoid tissue from the trapezius muscle later- 
ally, the mid-line medially, the clavicle below 
and the mandible above. Included in the 
specimen should be the submaxillary gland, 
lower portion of the parotid gland, omohyoid 
muscles, prethyroid muscles, end both sub- 
mental nodes. The digastric and stylohyoid 
muscles may be left in place if desired. 

There need be no hesitation in performing 
this operation bilaterally if the precaution of 
Three to 
five weeks is adequate to eliminate any serious 
difficulty. The increased spinal fluid pres- 
sure and swelling of the face is transitory and 
does not cause any permanent damage. 


staging the procedures is taken. 


SUMMARY 

A case history of carcinoma of the thyroid 
in a 19-year-old deaf mute with subsequent 
treatment by total thyroidectomy and radical 
neck dissection is presented. 

The significance of single and multiple 
adenomas of the thyroid gland is indicated. 

Conservative versus radical management of 
‘arcinoma of the thyroid is discussed together 
with the treatment of the single, apparently 
benign adenoma. 


The rationale for radical treatment in the 
case reviewed is presented. 
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MISCELLANEOUS 


1951 DIABETES DETECTION DRIVE 

Diabetes Week (November 11-17) will again 
spearhead the American Diabetes Associa- 
tion’s nationwide Diabetes Detection Drive— 
the fourth sponsored by that Association. 

The year-round Diabetes Detection pro- 
vram, approved by the American Medical As- 
sociation, is the only broad health education 
and ease finding program developed exclusive- 
ly by the medical profession. Its objectives 
are twofold: (1) to further the detection of 
diabetes among the public; and (2) to dis- 
seminate general information about the dis- 
ease. 

Twenty-eight state medical societies, over 
500 county medical societies, and our 28 af- 
filiate associations, have already established 
Committees on Diabetes. In Delaware, in ad- 
dition to the State Medical Society Committee, 
head by Doctor Lewis B. Flinn, two county 
medical societies will cooperate this year. 

The high cost of meats need not force people 
to cut down the amount of protein they eat, 
since less expensive but equally nutritious 
meat substitutes are easily available, aecord- 
ing to an article in the September issue of 
the A.D.A. Forecast, America’s only national 
magazine for people who have diabetes. 

Written by the Forecast’s dietary ex- 
pert, Deaconess Maude Behrman of Philadel- 
phia’s Lankenau Hospital, the article pre- 
sents a list of protein-rich foods other than 
meat, and gives the quantities in which each 
one equals one ounce of meat in protein value. 
A quarter of a cup of cottage cheese, for 
example, equals an ounce of beef, lamb or 
pork. Other substitutes listed run the gamut 
from oysters to eggs, from peanut butter to 
sardines. 

While Deaconess Behrman makes it clear 
that nothing really can substitute—in taste— 
for a good thick steak, she does offer three 
selected recipes using meat substitutes which 
really make the mouth water. She also points 
out that for diabetics, to whom any reduction 
in protein intake could easily cause trouble, 
the small cans of diced meats for babies pro- 
vide excellent single-person portions of pro- 
tein. They should be particularly useful for 
diabetics living alone, and for those in tam- 
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ilies who use non-protein meat substitutes. 
The A.D.A. Forecast, in which Deaconess 
Behrman’s article appears, is bimonthly 
magazine published in the interests of dia- 
betics everywhere by the American Diabetes 
Association, Ine., at 11 West 42nd Street, New 
York 18, N. Y. First published in 1948, it 
has by now a circulation of nearly 20,000 
readers. 

The September issue also carries a * 
al history’’ written by Hamilton Richardson, 
the Junior tennis champion, which tells de- 
lightfully about his tennis, his diabetes and his 


person - 


future plans. ‘*Ham’’ Richardson is one of 
the country’s outstanding younger tennis 
stars: he has swiftly made his way up in 
this arduous competitive sport at the same 
time that he has been fighting his winning 
battle for control over his diabetes. He tells 
his story with all the grace and pace with 
which he plays tennis. 

Arthur R. Colwell, M.D.. Chairman of the 
Department of Medicine at Northwestern Uni- 
versity Medieal School and this vear’s Presi- 
dent of the American Diabetes Association, 
writes a simple and practical deseription of 
‘The Types of Insulin’’, which will give dia- 
betics and nondiabetics alike a clear idea of 
the varving uses of the four major types of 
insulin currently on the market. A highly in- 
formative article called **‘ When Diabetics Plan 
Employment’, by Herman ©. Mosenthal, 
M.D., a Past President of the Association, 
gives a number of useful tips to diabetics who 
are either job hunting or else are trying to 
improve themselves by finding better positions. 
Dr. Mosenthal points out that many people 
still assume, quite incorrectly, that a diabetic 
is a ‘‘sick person’’. <A well-controlled dia- 
betic is actually as employable as a nondia- 
betic except for a few hazardous types of work. 

A charming autobiography, Insulin and 
a Richer Life’, by monologist Josephine 
Poore, a diabetic for over twenty-two years, 
completes the major features in the September 
A.D.A. 
“The Funny Side’’, contains three amusing 
anecdotes told by diabeties about themselves ; 
this department is open to all comers who 
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have entertaining stories to tell about dia- 
hetes, whether the teller is a diabetic or not. 
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The Forecast Editors will pay $10.00 for every 
anecdote used. 

‘*Dave’s Diary’’, the anonymous adventures 
of a young diabetie that runs in every issue 
of the Forecast, tells this time of his ex- 
periences at a wedding reception. There is an 
illuminating picture series showing the major 
components of a balanced diet—sound and 
sensible information for nondiabeties as well 
us diabetics. The usual correspondence col- 
umn and the Questions and Answers Depart- 
ment, containing medically sound answers to 
queries from Forecast readers about dia- 
betes, completes the issue. 

Single copies of the magazine may be ob- 
tained from the offices of the American Dia- 
betes Association, 11 West 42nd Street, New 
York 18, N. Y., at 35¢. Annual subscriptions 
for six Issues are $2.00; a two-vear subserip- 
tion is $3.50; and a three-year subscription 
$4.75. 


There is a small, lonely grave in an old, 
forgotten cemetery in Graniteville, S. C. mark- 
ed only **The Little Boy, October 1855°". It 
haunted John F. Watlineton of Charlotteville, 
N. C., a publie spirited citizen who headed 
the Community Chest drive this vear. His 
inquiries revealed that ‘‘The Little Boy’’ 
traveling alone on a train through Granite- 
ville, became ill and was taken off the train. 
A kindly family gave him refuge, but within 
a tew days he died. No one had learned his 
name or where he came from or where he was 
voing, but sympathetic townsfolk put up the 
marker. ‘‘It just couldn't happen today,’”’ 
Mr. Watlineton said when he uneovered the 
story. ** Travelers Aid, a Red Feather service, 
would be on hand to help the little boy; to 
see that he had prompt medical and: nursing 
care; perhaps to ease some family trouble 
that may have lain behind the little boy's 
tragic journey.”’ 


Philip Morgan of Worcester, Mass., is the 
fourth United States citizen to receive the 
national Red Feather medallion for distin- 
guished service from Community Chests and 
Councils of America, Incorporated. Previous 
winners have been Gerard Swope of Ossining, 
N. Y., H. J. Heinz, of Pittsburgh, Pa., and 
EK. A. Roberts of Philadelphia. 
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THe 1951 Meetine 

The 162nd Annual Session of the Medical 
Society of Delaware was held at the Hotel 
Du Pont, Wilmington, on October 8-10, 1951, 
President Charles E. Wagner of Wilmington, 
presiding. 

The meeting of the House of Delegates was 
notable for the dispatch with which its trans- 
actions were handled, several of the reports 
involving routine statistics being read by title. 
The main business of the evening was the 
reading and tentative adoption of the four 
Amendments to the By-Laws, as printed in 
THe JourNaL for August, 1951. The full 
Transactions will be printed in the December 
issue Of THE JOURNAL. 

The scientific meetings proceeded exactly 
as printed in the September JOURNAL, every 
scheduled essaying being present. These 
papers were of a high order, and were well 
received and adequately discussed. 

The elections for the year 1952 resulted as 
follows: 


President, Ervin L. Stambaugh Lewes 
President-elect, Victor D. Washburn, Wilmington 


Vice-President, John B. Baker Milford 
Secretary, Andrew M. Gehret ............ Wilmington 
Treasurer, John M. Messick ................ Wilmington 
Delegate to A. M. A., L. L. Fitchett ............ Milford 


Alternate to A. M. A., H. T. McGuire .... New Castle 
Rep. to D. A. M., W. Oscar La Motte, Wilmington 


The Woman’s Auxiliary met at the Dela- 
ware Academy of Medicine and the duPont 
Country Club, under the Presidency of Mrs. 
Douglas M. Gay, of Wilmington. A business 
session on October 9th was followed by their 
own luncheon, attended by 86 members and 
several guests. On October 10th, at another 
business session the following officers for 
1951-1952 were elected and installed: 


President, Mrs. Sylvester W. Rennie, Wilmington 
President-elect, Mrs. Willard F. Preston, 
Wilmington 
Vice-President, Mrs. Carleton M. Fooks .... Milford 
Recording Sec’y, Mrs. John B. Baker ...... Milford 
Corresponding Sec’y, Mrs. Edward T. O'Donnell, 
Wilmington 
Treasurer, Mrs. Lawrence L. Fitchett ........ Milford 

The social events were particularly pleas- 
ant. Preceding the meeting of the House of 
Delegates President Wagner and A. M. A. 
Delegate Beebe gave a reception and dinner 
in honor of A. M. A. President John W. Cline, 
of San Franciseo, (who also made brief ad- 
dresses before the House of Delegates and the 
Woman's Auxiliary) and the officers and 
chairmen of committees. Following the House 
there was a social hour for the members pres- 
ent. The luncheon by the New Castle County 
Society on October 10 was attended by 104 
guests, and that given by the State Society 
was attended by 91 guests. The main social 
event was the reception and dinner on October 
9, which was attended by 163 persons and 
was addressed most illuminatingly by Presi- 
dent Cline. 

The technical exhibits again set a new ree- 
ord for number and income, there being 32 
exhibitors occupying 34 booths. With the 
expansion of the Society’s activities and the 
increasing costs thereof the Society is becom- 
ing more and more dependent upon the finan- 
cial success of its technical exhibit to make 
its convention expenses balance. Our exhibi- 
tors this vear seemed pleased with the ar- 
rangements made for them, and several stated 
they would be with us again next year at 
Rehoboth. 


The registration was as follows: 


Members 157 
Guests, Visitors, etc. 33 
Residents, Internes, etc. .............. 25 
Exhibitors 61 
Medical Society 276 
Woman’s Auxiliary 99 

Total 375 


The membership registration, 157 of a total of 
327, was 48%, which we believe is about the 
national average for a state medical convention. 

So passes into history the 1951 Session. Now 
let us turn our faces toward Rehoboth and 
make the 1952 Session an even better one. 
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Too Many MEETINGS 

We have before us notices of staff meetings, 
clinical-pathological conferences, department- 
al meetings, ete., from several hospitals. We 
have in mind also that there are meetings of 
the State Medical Society, the County Medi- 
cal Society, the Delaware Academy of Medi- 
cine, the Delaware Academy of General Prae- 
tice, special group meetings chiefly concerned 
with the various specialties, state, regional 
and national meetings of various types, and 
finally the two annual meetings of the Ameri- 
can Medical Association. It takes no Solomon 
to see that this business of medical meet- 
ings, some of which must be attended under 
various penalties, has reached the point of 
absurdity, and that something must be done 
about it, and soon. It will take time to 
evolve proper changes in the national, region- 
al and state meetings, but at the local level 
something can be done immediately. 

It is our suggestion that the four hospi- 
tals of Wilmington should combine their 
monthly staff scientific meetings, and have 
separate business meetings a couple of times 
a year only. This fusion of staff meetings 
and ¢linical-pathological conferences will 
eliminate much of the present day duplica- 
tion, and with little or no loss of educational 
value to hospital staff members. The de- 
mand today upon the doctor’s time is so great 
that any reasonable proposal that would al- 
leviate the hardships now imposed upon staff 
doctors should be welcomed. 


Wantep—Book Reviews 

THE JOURNAL receives for review a good- 
ly number of books throughout the year on 
medicine and subjects related thereto. Sev- 
eral of the older members who in the past 
could afford the time to review books now 
find they cannot do so. THE JouRNAL would 
like some of the younger men to take up this 
burden. 

To review a book competently calls for a 
‘ather full knowledge of the subject, espe- 
cially its recent advances; for the ability to 
evaluate the contents as compared with the 
objectives stated in the preface; and for the 
ability to express the reviewer's opinion of the 
book clearly but briefly. If any of our mem- 
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bers are interested in doing this kind of work, 
please contact the Editor. For the trouble in 
submitting an acceptable review within thir- 
tv days the reviewer may keep the book. 


BOOK REVIEWS 


Handbook of Nutrition. Second Edition, 
Prepared by the Council on Foods and Nutri- 
tion, American Medical Association. Pp. 717, 
with 7 charts, 28 tables, and 35 figures. Cloth. 
Price, $4.50. Philadelphia: Blakiston Com- 
pany, 1951. 


This is a collection of articles originally ap- 
pearing in the Journal of the A. M. A. pre- 
pared by 33 selected authors under the aus- 
pices of their Couneil on Food and Nutrition. 
The articles are grouped into sections as In- 
dividual Nutrients, Nutritional Needs, Nutri- 
tional Deficiencies, and Food and their Nu- 
tritional Qualities. 

The consideration given to proteins, fats and 
earbohydrates is concise and elementary, 
which is possibly desirable for a handbook 
of this type. The chapter on iron and copper 
‘is intended to supplement, not to super- 
sede’’ the discussion on iron in nutrition con- 
tained in the first edition of the ‘‘ Handbook 
of Nutrition.’” The chapter on iodine is ex- 
ceptionally readable and informative to the 
physician. 

The statement ‘‘it cannot be said at this 
time that fluorine is an essential trace element 
even for purposes of dental health’’ is sur- 
prising to the reviewer. 

The Food and Nutrition Board of the Na- 
tional Research Council avoids the terms 
‘*standards’’ and ‘‘requirements’’ and pre- 
fers ‘‘allowances’’ to describe recommended 
amounts of dietary factors for human nutri- 
tion. These allowances are well above the 
average of measured minimum requirements 
so as to provide a nutritional safety factor. 
When this fact is remembered by the clinician, 
he need not be puzzled by the paucity of recog- 
nizable nutritional disease states in patients 
who obviously consume less than the ‘‘recom- 
mended Many of the allow- 
ances are understandably on the high side 
through distrust of the known compounded 
with fear of the unknown. 

The handbook re-emphasizes such facts as 
(1) a good diet of common foods furnishes all 
nutritional needs except for vitamin ID in 


allowances. 
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the person receiving little sunlight ; (2) milk is 
difficult to replace as a food due to its rich- 
ness in calcium; (3) obesity from an oversup- 
ply of calories is a more serious health problem 
than are all the various rare nutritional de- 
ficiencies combined in the North American 
society. 

The chapter on fluid therapy and the chap- 
ters on vitamins and minerals stand out for 
their clarity and special usefulness to the 
practicing physician. 


A Textbook of Medicine. Edited by Russell 

L. Cecil, M. D., Professor of Clinical Medicine, 

Emeritus, Cornell University, and Robert F. 

Loeb, M. D., Bard Professor of Medicine, Co- 

lumbia University. 8th edition. Pp. 1627, 

with 204 figures and 40 tables. Cloth. Price, 

$12.00. Philadelphia: W. B. Saunders Co., 

1951. 

This eighth edition of a well-known Amer- 
ican text book stresses the physiologic, bio- 
chemical, and psychologic aspects of disease. 
New items discussed by competent authors in- 
clude, among others, Q fever and Rickettsial- 
pox, carbon tetrachloride and beryllium pois- 
oning, and a discussion of diseases of collagen. 
The interesting and recently recognized her- 
editary disease wherein mental deficiency (im- 
becility or idiocy) is associated with the urin- 
ary excretion of phenylpyruvie acid (phenyl 
ketonuria) is described. 

The study of viral diseases has led to a List 
of 51 different infectious diseases of man be- 
lieved to be due to viruses. The fine discus- 
sions of pneumococeal infections, tuberculosis, 
syphilis, and malaria deserve special mention. 

The section on diseases of collagen covers 
disseminated lupus erythematosus, derma- 
tomyositis, periarteritis nodosa, and sclero- 
derma. 

Some duplication is occasioned by the ar- 
‘angement of the text. For example, Fried- 
lander’s bacillus pneumonia is discussed un- 
der bacterial pneumonias, page 127, and again 
under Friedlander’s bacillus infections, page 
303. 

In the section on amebiasis is the statement 
‘‘symptoms of mild amebie colitis are almost 
identical with those of mucous colitis.’’ The 
reviewer considers the continued use of the 
poor term ‘**mucous colitis’’ to be undesirable 
in medical textbooks. 
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The material is up-to-date. This single 
volume contains much information concisely 
presented. The changing science and termin- 
ology of medicine demands a rapid turn-over 
in a physician’s library and in his voeabulary. 
What was once the Bacillus typhosus became 
Eberthella typhosa and currently is Salmon- 
ella typhosa! 


Spatial Vector Electrocardiography, By 
Robert P. Grant, M. D., National Heart Insti- 
tute, Bethesda, Md., and E. Harvey Estes, Jr., 
M. D., U. S. Naval Hospital, Bethesda. Pp. 
149, with 41 figures. Cloth. Price, $4.50. 
Philadelphia: Blakiston Company, 1951. 


This small, well written book gives the stu- 
dent of electrocardiography the fundamentals 
of objective and logical, as opposed to em- 
pirical and arbitrary, interpretation of elee- 
trocardiograms. 

Purposely, a minimum of mathematies and 
electrophysies is included, but the reader will 
require the exercise of some graphic imagina- 
tion in order to visualize the tri-dimensional 
figures and their vectors. 

The controversy over unipolar and bipolar 
leads is dissolved when one visualized that the 
unipolar limb leads simply give a slightly dif- 
ferent triaxial reference figure. Another mis- 
conception that is corrected concerns the no- 
tion that the precordial lead which records the 
transitional QRS complex overlies the septum. 
Actually it does not, and by correctly visualiz- 
ing the transitional pathway for the QRS com. 
plex, one can understand that every individual 
has regions where a Q wave and negative T 
wave can be written. 

Admittedly, this is not intended as a new 
method of interpreting  electrocardiograms ; 
rather, its purpose is to give meaning to the 
patterns which until recently have been mem- 
orized blindly. The authors are to be econ- 
gratulated on achieving their expressed goal. 


Let’s Cook It Right. By Adelle Davis, B. 
A., M. S. Pp. 626. Cloth. Price, $3.00. New 
York: Harcourt, Brace and Company, 1947. 
The physician will profit greatly by read- 

ing and studying this very pleasantly written 
book on the preparation of food in the home. 
The author gives many recipes and explains 
the scientific reasons for the method of cook- 
ing, for the seasoning, and the balancing of 
the daily diet. The section of the book which 
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is different from the stereotyped ‘* cook book’’ 
is that part which gives the fundamentals of 
nutrition as they apply to cookery, and how 
to build health through applied nutrition. The 
type of kitchen equipment and the best way 
of using it is also well described. 

The lay person will find this a very useful 
book in arranging the daily menus with the 
idea in mind of gaining the most nutrition 
for the money spent. Also, in accomplishing 
the threefold purpose of food, which is, ae- 
cording to the author, ‘‘to bring delight to 
the senses of taste, smell and sight; to produce 
health; and to provide opportunity for ar- 
tistie expression. 

This book will aid the physician in giving 
proper advice to the ever increasing number 
of patients who suffer from symptoms of ex- 
haustion resulting from inanition brought 
about by their unbalanced diet. No one can 
deny that good health can come from good 
eooking. 


Let’s Have Healthy Children. By Adelle 
Davis, A. B., M. S. Pp. 314., Cloth. Price, 
$3.00. New York: Harcourt, Brace and Com- 
pany, 1991. 

The author of ** Let’s Cook It Right’’ gives 
an excellent account in ‘‘Let’s Have Healthy 
Children’’ of how the daily diet balaneed in 
its protein, fat, carbohydrate, mineral and 
vitamin content, properly prepared and regu- 
larly eaten, will eventually result in healthy 
mothers and healthier children. 

The value of good dieting before and dur- 
ing pregnancy and continued throughout the 
growth of the child, is discussed. Mothers and 
physicians will find the suggestions for feed- 
ing the ‘‘problem’’ children very valuable. 
The physician well knows that many of the 
feeding problems in infants and children are 
not due to the ‘‘ wrong food, improperly pre- 
pared’’ but to the psychological problems of 
the parents. 

The book consists of twenty-two chapters 
and a complete index. Many tables are given 
showing food values in calories, minerals and 
vitamins. 

Physicians, dietitians, and parents will find 
this book very helpful. 


Clinieal Pediatric Urology. By Meredith 
Campbell, M.D., Professor of Urology, New 
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York University Post-Graduate Medical School. 

With a Section on Nephritis and Allied Dis- 

eases in Infancy and Childhood; by Elvira 

Goettsch, M.D.; and John D. Lyttle, M.D. P. 

1113, with 543 figures. Cloth. Price $18.00. 

Philadelphia: W. B. Saunders Company, 1951. 

Campbell's reeent book fills a long felt need 
of all medical men dealing with children, Of 
the few men with wide experience in the pedi- 
atric urological field Campbell leads the field. 

The dedicatory caption is worthy of note: 
‘*To the countless thousands of urologically 
handicapped children’’ while another perti- 
nent statement emphasizes: ‘‘ Even the new- 
born infant can now be given the full bene- 
fits of complete urologic examination, diagno- 
sis and urosurgical treatment exactly as is 
customarily emploved when the patient is an 
adult.” 

A rather hasty review of this most complete 
volume reveals few omissions and these are 
of recent procedures, for instance, Howard 
May's operation for epispadias and Maga- 
matsu’s osteoplastie flap for better exposure 
of large renal tumors, the adrenals and for 
retroperitoneal dissection. 

His advocacy of sodium sulphate as a di- 
uretic agent in the treatment of anuria will 
not be generally aecepted, and his pessimism 
regarding the artificial kidney is no longer 
tenable. 

A wise and valuable addition to his book 
is the chapter on Nephritis and Allied Dis- 
eases in Infaney and Childhood. The urolo- 
graphic material is unsurpassed and the book 
is replete with illustrations. This book will 
be widely used. 


Handbook of Medical Management. By 
Milton Chatton, M. D., Sheldon Margen, M. D., 
and Henry D. Brainard, M.D. Second Edition. 
Pp. 507. Paper. Price, $3.00. Palo Alto: 
California University Medical Publishers, 1951. 
This little book does not merely outline dis- 

eases; each disease is well discussed and the 
most up-to-date treatment is given. There are 
twenty-two chapters, an Appendix of com- 


monly used tables, and a complete index. 


Very practical tables and charts are included. 
The code numbers of the 1942 edition of 
‘Standard Nomenclature of Diseases and 
Operations’ are used with each disease. 
This book is highly recommended for the 
busy practitioner. 
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The Anticholinergic Action of Banthine in Peptic Ulcer 


—reduces the excessive vagal stimulation characteristic of the ulcer 
diathesis by inhibiting stimuli at .. . 


1. The parasympathetic and sympathetic ganglia. 


2. The effector organs of the parasympathetic system. 


By this action Banthine 
consistently reduces hy- 
permotility and, usual- 
ly, hyperacidity. 


anthine 


BROMIDE 
BRAND OF METHANTHELINE BROMIDE 


Suggested Dosage: 
One or two tablets 
(50 to 100 mg.) 
every six hours. 


SEARLE RESEARCH IN THE SERVICE OF MEDICINE 
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:APSULES 


Rapidly absorbed following oral administration, 
Crystalline Terramycin Hydrochloride Capsules 


elicit prompt therapeutic response in acute 

and chronic infections involving a wide range 
of organs, systems and tissues. Its broad spectrum 
of antimicrobial activity encompasses organisms 
of the bacterial and rickettsial as well as 


certain spirochetal, viral and protozoan groups. 


Supplied. 250 mg., bottles of 16 and 100; 

100 mg., bottles of 25 and 100; 

50 mg., bottles of 25 and 100. 
Terramycin is ulsu available as: 

Elixir, Oral Drops, Intravenous, 

Ophthalmic Ointment, Ophthalmic Solution. 


ANTIBIOTIC DIVISION CHAS, PFIZER & CO., INC., Brooklyn 6, New York 
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PARKE 


nstitutiona Supp bor 


COFFEE ‘TEAS 
SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 
Philadelphia Pittsburgh 


JOHN G. MERKEL 
& SONS 


cLaberatery—Snvalid Supples 


PHONE 2-2516 


1208 King Street 


Wilmington, Delaware 


HANCE 
HARDWARE CO. 


4th and Shipley Sts. 
Wilmington, Del. 


FRIGIDAIRE APPLIANCES 
EASY WASHERS 
TOOLS 
BUILDERS’ HARDWARE 


Tel. - Wilm. 5-6565 


ECKERD’S 
DRUG STORES 


COMPLETE 
DRUG SERVICE 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 
723 Market Street — 513 Market Street 


900 Orange Street 
WILMINGTON, DELAWARE 
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Physicians’ and Surgeons’ 


Liability Insurance 


at 


Low Group Rates 


You may avoid unpleasant situations 
and heavy expense through New 
Castle County Medical Society's 
Group Professional Liability Insur- 
ance. 


Rates substantially lower 


As Administrators of this plan, we offer 
complete service. 


Write or Phone 


J. A. Montgomery, Inc. 
DuPont Bldg. 10th & Orange Sts. 
Phone Wilmington 5-656] 


If it’s insurable we can insure it on 


SS 


satisfaction 


comes first with the baker 
where a “KNOWN bread is 
featured. Quality with us is 
never an accident but the 
result of good intention and 
sincere effort. 


Freihofer’s 


CLOVER DAIRY 


Fortified with Vitamin D (400 USP Units of 
activated ergostrol per reconstituted quart) . 
With the addition of two parts of cold water 
to one part Sealtest Concentrated Milk, it 
has the same body, homogeneity, keeping 
quality, flavor and nutritive value as homog- 


enized whole milk. No cooked flavor. 


@ For Infant Feeding 
@ For Soft Curd Diets 


CONCENTRATED MILK 


Sweet, pure whole milk .. . 


pure, pasteurized, 


homogenized .. . with 75% 


of water removed 


Preliminary laboratory analysis indicates 


soft curd properties and low curd tension of 
reconstituted Sealtest Concentrated Milk, 
making it useful in infant feeding and for 
people needing a soft curd milk. 


MAY WE SEND YOU 


A SAMPLE CARTON 
FOR YOUR 
EXAMINATION? 
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Baynard Optical 
Company 


Prescription Opticians 
We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


5th and Market Sts. 
Wilmington, Delaware 


ACCIDENT e HOSPITAL e SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


PHYSICIANS 
SURGEONS 
DENTISTS 


COME FROM 


,000.00 accidental death $8.00 
.60 weekly indemnity, accident and sickness Quarterly 
10,000.00 accidental death $16.00 
.00 weekly indemnity, accident and sickness Quarterly 
15,000.00 accidentcl death $24.00 
5. 00 weekly indemnity, accident and sickness Quarterly 


20,000.00 accidental death $32. 
100.00 weekly indemnity, accident and sick- Quarterly 
ness 
ALSO HOSPITAL POLICIES FOR MEMBERS, WIVES 
AND CHILDREN AT SMALL ADDITIONAL COST 


85c out of each $1.00 gross income used for 
members’ benefits 


$4,000,000.00 $17,000,000.00 


INVESTED ASSETS PAID FOR CLAIMS 
$200,000.00 deposited with State of Nebraska for protection 
of our members. 


Disability need not be incurred in line of duty—benefits 
from the beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


49 years under the same management 
400 First National Bank Building @ Omaha 2, Nebraska 


STATEMENT OF OWNERSHIP, MAN- 
AGEMENT, CIRCULATION, ETC. 
Required by the Act of Congress of August 24, 1912, and 
as amended by the Acts of March 3, 1933, and July 2, 
1946 (Title 39, United States Code, Section 233) 
of The Delaware State Medical Journal, Pub- 
lished Monthly at Wilmington, Delaware, 
for October Ist, 1951 
STATE OF DELAWARE } ss 

COUNTY OF NEW CASTLE 


Before me, a Notary Public in and for the State 
and county aforesaid, personally appeared M. A. 
Tarumianz, M. D., who, having been duly sworn 
according to law, deposes and says that he is the 
Managing Editor of the Delaware State Medical 
Journal and that the following is, to the best of 
his knowledge and belief, a true statement of the 
ownership, management (and if a daily paper, the 
circulation) etce., of the aforesaid publication for 
the date shown in the above caption, required by 
the Act of August 24, 1912 as amended by the Act 
of March 3, 1933, and July 2, 1946, embodied in 
section 233, Postal Laws and Regulations, printed 
on the reverse of this form, to wit: 

1. That the names and addresses of the pub- 
lisher, editor, managing editor, and _ associate 
editor 

Nam Office Address 

Publisher—Star Publishing 309 Shipley St., 
Wilmington, Del. 

Editor—W. Edwin Bird, M. D., 822 N. American 
Bidg., Wilmington, Del. 

Managing Editor—M. A. Tarumianz, M. D., Farn- 
hurst, Delaware. 

Business Manager—Andrew M. Gehret, M. D., 
1007 Park Place, Wilmington, Del. 

2. The owner is: (If owned by a corporation, 
its name and address must be stated and also im- 
mediately thereunder the names and addresses of 
stockholders owning or holding 1 percent or more 
of total amount of stock. If not owned by a cor- 
poration, the names and addresses of the individ- 
ual Owners must be given. If owned by a partner- 
ship or other unincorporated firm, its name and 
address, as well as that of each individual mem- 
ber, must be given.) 

The Medical Society of Delaware 

3. The known bondholders, mortgagees, and 
other security holders owning or holding 1 per- 
cent or more of total amount of bonds, mortgages, 
or other securities are: (If there are none, so 
state.) 

None 

4. Paragraphs 2 and 3 include, in cases where 
the stockholders or security holder appears upon 
the books of the company as trustee or in any 
other fiduciary relation, the name of the person 
or corporation for whom such trustee is acting; 
also the statements in the two paragraphs show 
the affiant’s full knowledge and belief as to the 
circumstances and conditions under which stock- 
holders and security holders who do not appear 
upon the books of the company as trustees, hold 
stock and securities in a capacity other than that 
of a bona fide owner. 

5. The average number of copies of each issue 
of this publication sold or distributed, through the 
mails or otherwise, to paid subscribers during the 
12 months preceding the date shown above was: 
(This information is required from daily, weekly, 
semiweekly, and triweekly newspapers only.) 

M. A. TARUMIANZ, M. D. 


Managing Editor 
Sworn to and subscribed before me this 17th 


day of September, 1951. 
(SEAL) ETHEL S. Krim 
Notary Public 
(My commission expires January 2, 1953) 
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EVERYTHING NEW IN DRUGS 


FOR DOCTORS ONLY! 


6-1380 is Brittingham’s unlisted telephone num- 
ber for the use of doctors only. . . . Phone your 
prescriptions to us and we will deliver them by 
fast motorcycle to any point in the city or sub- 
urbs. . . . No charge, of course! 


BRITTINGHAM’S 


PHARMACY 
Medical Arts Bidg. 


Del. Trust Bldg. 


Vewspaper anil 
Printing 


& 


An important branch 
of our business is the 
printing of all kinds 
of weekly and monthly 


papers and magazines 


ak 


The Sunday Star 


Printing Department 
Established 1881 


Printers of The Delaware State Medical Journal 
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His Hanger leg is no handicap! 


‘| have played on softball teams, was chosen as a 
member of the All-Star team, play tennis, and enter 
into any games that | would had | not been wearing 
an artificial limb,’’ says O. D. Stone, Hanger wearer 
in Texas. Not all wearers of Hanger Limbs can jump 
as Mr. Stone does above. But Hanger wearers can 
and do walk comfortably, safely, and satisfactorily, 
and perform everyday activities. Hanger Limbs al- 
low the amputee to return to daily life as a living 
and working individual. 


HANGERS tines 

LIMBS 
334-336 N. 13th Street 

Philadelphia 7, Penn. 
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To keep 
FRAIM'S DAIRIES yur car running 
Better - Longer 
Quality Dairy Products use the 


Since 1900 


GOLDEN GUERNSEY MILK 


Wilmington, Delaware Phone 6-8225 


Howers . 


Geo. Carson Boyd 


at 216 What 10th Sireet 
Phone: 4388 


Lub 78 


SUPPORTER BELT 


Recom mended by physicians 
ond surgeons—and worn by 
millions as post-operative 
and sacroiliac aid and as 
general support. Super 
powered surgical elastic 
construction provides posi- 
tive support. 


JOHN B. FLAHERTY CO., Inc., BRONX, N.Y. 
Since 1898, Manufacturers of Surgical Elastic Supports 


dependable friendly 
Services you find at 
your neighborhood 


Service 
Station 


e maintain 
prompt city-wide 
delivery service 
for prescriptions. 


CAPPEAU’S 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 
Dial 6-8537 
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Enjoy instant, plentiful hot water 


For downright conven- 
ience, comfort and health 
of your family — you 
should have an ample, 
reliable supply of hot 
water! With an Auto- 
matic Gas Water Heat- 
er in your Home, you’re 
sure of all the hot water 
you want, when you want 
it. For lightening house- 
hold tasks, bathing, 
cleaning, dishwashing, laundering and many 
other uses. Besides, you save time and worry, 
for you're sure of constant water tempera- 
tures at low cost. Arrange for the installation 
of an Automatic Gas Water Heater in your 
home now. Ask your Plumber, or stop in to 
see us. 


DELAWARE POWER € LIGHT CO. 
"The Sorrice” 


With an Automatic Gas 
WATER HEATER 


George T. Tobin & Sons 
BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N.C. 3411 


A Store for... 


Quality Minded Folk 
Who are Th rift Conscious 


LEIBOWITZ’S 


224-226 MARKET STREET 
Wilmington, Delaware 
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cA ‘Private “Hospital for the hronically IIl 
THE MARSHALL SQUARE SANITARIUM 


WEST CHESTER, PENNSYLVANIA 


Recognized by the American Medical Association, licensed by the State of Penn- 
sylvania, member ot the American Hospital Association and ot The American 
Association of Private Psychiatric Hospitals. 


EVERETT SPERRY BARR, M. D., ‘Director 


COLLECTIONS 


CAN be tactful 
and friendly 


‘“‘make today Your “auditor” confirms an unpaid 
balance 


your D - day @ Requests payment to close therecords 


e Institutes an “Installment Budget’ 
plan where required 


Buy U. S. 


Defense Bonds.” @ Adjusts and settles differences 


A courteous, COST” service 


Send this ad for details. 


PROFESSIONAL SERVICE CO. 
25 Huntington Ave., Boston 16, Mass. 
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a[new|drug... 
for the treatment of ventricular arrhythmias 


PRONEST YL Aydrochioriac 


Squibb Procaine Amide Hydrochloride 
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Oral administration of Pronestyl is indicated in 
ventricular tachycardia and runs of ventricular 
extrasystoles. Intravenous administration is some- 
times used in ventricular tachycardia and to correct 
ventricular arrhythmias during anesthesia. For 
detailed information on dosage and administration, 
write for literature or ask your Squibb Professional 
Service Representative. 


PRONESTYL 1S A TRADEMARK OF E.R. & SOND 


Pronestyl Hydrochloride Capsules, 0.25 Gm., bottles of 100 and 1000, 
Pronesty] Hydrochleride Solution, 100 mg. per ce., 10 cc. vials. 


SQ 
- UIBB MANUFACTURING CHEMISTS TO THE MEDICA!, PROFESSION SINCE 1858. 
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Even in America today, surveys of certain groups 
have revealed a disturbing incidence of rickets. 

Physicians realize the danger of this ever-lurk- 
ing shadow, and the need for regular, reliable 
protection. 

They know, too, that for most patients this pro- 
tection must be economical. 

That is why, for seventeen years, they have 
written so many millions of prescriptions for 
Mead’s Oleum Percomorphum. 

No other vitamin product has ever had such a 
background of clinical evidence. 

And rarely does the physician have such assur- 
ance at the tip of his pen. 


MEAD JOHNSON & C 


EVANSVILLE 21,1ND.,U.S.A 
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